The Journal of 


Obstetrics and Gynecology 
of the British Empire 


Vou. XIX. JUNE, 1911. No. 6. 


Nine Pubiotomies Performed in the Rotunda Hospital 
during the Mastership of Dr. Hastings Tweedy. 


By J. R. M.D. 
Assistant Master, Rotunda Hospital. 


Tue small number of these operations is accounted for by the fact 
that pubiotomy was undertaken only when other means of delivery 
failed or were strongly contraindicated. With the experience that 
we now have of its utility and ease of performance there is no doubt 
that benefit would have accrued to many patients and their infants 
by its more frequent adoption as an aid to delivery. 

The first pubiotomy was performed in November 1906. It 
differed from the subsequent cases in the length of time the patient 
was kept in bed and in the fact that her temperature remained above 
100° F. for about 8 days. The degree of contraction was so great 
that we would now consider the case unsuitable for pubiotomy. No 
one in the Rotunda Hospital had ever seen the operation performed ; 
the indications and technique were not thoroughly understood ; the 
advisability of preliminary dilatation of the vagina and perineum 
and the fact that a patient could get up with safety 14 to 16 days 
after pubiotomy were not recognized. 


Case HisTorIEs. 


No.1. E.L.,28 yrs. 1-para. True conjugate 6} cm; transverse 
10cm. By Skutsch’s pelvimeter. 

Déderlein pubiotomy Nov. 16, 1906. Os fully dilated. Head 
freely movable above the brim. Cord prolapsed when membranes 
ruptured. Pubiotomy, internal version and extraction. Free 
hemorrhage. Transverse laceration of anterior vaginal wall and 
laceration of perineum. Repaired with catgut. Plugged with 
iodoform gauze. Infant 73 lbs. Alive. 

Temperature above 100° F. for about 8 days due to slight infec- 
tion of wound. Never seriously ill. Kept in bed 42 days because 
it was thought necessary. 

Second Pregnancy. Transverse. Internal version. Perforation. 
In extern department. 
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Third Pregnancy. Extraperitoneal Cesarean section. X-ray 
January 3, 1911. Bony union. 
Present condition. Normal in every way. 


No. 2. C.S., 24 years. v-para. True conjugate 7} cm.; trans- 
verse 12cm. Skutsch’s pelvimeter. 


Previous Pregnancies. One miscarriage. Two dead breech 
deliveries. One living breech. 

Déderlein pubiotomy March 28, 1907. Os fully dilated. Mem- 
branes ruptured. Head freely movable above brim. Labour 20 
hours. Pubiotomy. No hemorrhage. Walcher’s position for an 
hour. Head advanced into pelvis and stopped. Forceps. Easy 
delivery. 

Child dead. 6}]bs. Was alive and fetal heart normal when 
pubiotomy performed. 

Large hematoma of vulva. Pulse 140. Upon 17th day. Dis- 
charged 25th day. 

Sizth Pregnancy. Breech 8} lbs. Alive. Delivered in Rotunda. 
7 hours in labour. 


Seventh Pregnancy. Vertex. Normal delivery. 73lbs. Alive. 
Delivered in Rotunda. 93 hours in labour. 

X-ray January 4,1911. Bony union. 

Present condition. Normal in every way. 


No. 3. B.G., 33 years. v-para. True conjugate 8cm.; trans- 
verse I11}cm. Skutsch’s pelvimeter. 

Previous Pregnancies. Instrumental delivery. 2 dead children. 
2 alive. At home. 

Déderlein pubiotomy April 5, 1907. Os fully dilated. Mem- 
branes ruptured. Head freely movable above brim. Labour 5 hrs. 
Pubiotomy. Head pushed into pelvis. Spontaneous delivery in 10 
minutes. No hemorrhage, lacerations or hematoma. 

Child 8} lbs. Alive. 

Up on 14th day. Discharged 24th day. Walked without limp 
or discomfort on leaving hospital. Returned to her home in Co. 
Donegal. 

Sixth pregnancy normal. Attended by midwife. Writes to say 
that she is “ all right and able to work.” 


No. 4. L.B.,24 years. i-para. True conjugate 7cm. Skutsch’s 
pelvimeter. 

Déderlein pubiotomy May 22, 1907. Os 3 dilated. Membranes 
ruptured 26 hours. Labour 44 hours. Head unfixed. Forceps failed 
to deliver. Vagina plugged for 3 hours with pledgets of moist sterile 
cotton wool. Walcher’s position 1} hours. Pubiotomy and imme- 
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diate forceps delivery. No laceration, hemorrhage or hematoma. 
Tear of perineum. 

Child 72 lbs. Alive. 

Up on 15th day. Discharged 25th day. 

Second Pregnancy. Vertex. Normal delivery. 7}lbs. Alive. 
Six hours in labour. Measurement after delivery 8} cm. and 10}cm. 
Apparently fibrous union. Normal in every way on discharge. 

Third Pregnancy. Normal delivery attended by midwife in the 
country. Since then cannot be traced, therefore no x-ray taken. 


No. 5. S.F., 36 years. iv-para. 
verse 1licm. Skutsch’s pelvimeter. 

Previous Pregnancies. 1st. Forceps and perforation at home. 
2nd. Induction 33rd week in Rotunda. 3l]bs., living still. Third 
Induction 36th week in Rotunda. Internal version and extraction. 
Dead. 52 lbs. 

Déderlein pubiotomy June 5, 1907. Os fully dilated. Mem- 
branes ruptured. Head freely movable above brim. Labour 7 hours. 
Pubiotomy. Head pushed into pelvis. Spontaneous delivery in 55 
minutes. No hemorrhage, laceration or hematoma. 

Child 101bs. Alive. 

Up on 15th day. Discharged 22nd day. 

Fifth Pregnancy. Normal vertex. 8}]bs. Alive. 2} hours in 
labour. May 28, 1911, in Rotunda. 

X-ray May 22, 1911. Fibrous union. At least 1 in. separation 
of bones. 

Present Condition. Measurements during first stage while head 
was unfixed 8cm and 14cm. Fibrous bands easily distinguish- 
able. Bones 1 in. apart and ends movable. Has never had any 
trouble since operation. 


True conjugate 7cm.; trans- 


No. 6. R.W., 30 years. i-para. True conjugate 8} cm.; 
transverse 12?/,;cm. (Skutsch’s pelvimeter) (2 months after pubio- 
tomy). 

Bumm pubiotomy, November 5, 1909. Os 3 dilated. Membranes 
ruptured 15 hours. Labour 64 hours. Bandl’s ring 3 way to 
umbilicus. No sleep for 3 nights. Pulse and temperature normal. 
Fetal heart normal. Slight mental disturbance. Forceps failed 
to deliver. Vagina plugged. Pubiotomy in } hour followed by 
immediate forceps delivery. No hemorrhage, laceration or hema- 
toma. 


Child 8lbs. Alive. 

Up on 17th day. Discharged 21st day. 

X-ray December 20, 1910. Fibrous union. About 1 cm. separa- 
tion between ends of bone. 


Present Condition. Normal in every particular. Pregnant 35 
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weeks. There seems to be a tendency for greater separation of the 
bones as pregnancy advances. 


No. 7. M.D., 24 years. iii-para. True conjugate 8 cm.; 
transverse 12¢/, cm. (Skutsch’s pelvimeter). 

Previous Labors, Symphysiotomy, July, 1909. Abortion, 
November, 1909. 

Bumm pubiotomy, September 13, 1910. 

Os 3 dilated. Cord prolapsed. Meconium coming away. 
Internal version. Pubiotomy. Extraction. Cord stopped pulsating 
as needle entered for pubiotomy. No hemorrhage or laceration. 
Bilateral tear of cervix. Tear of perineum. 

Child 63 lbs. Alive. 

Up on 15th day. Discharged 26th day. 

X-ray. Bony union of symphysis and pubiotomy. 

Present Condition. Normal in every particular. 


No. 8. M.O’T., 27 years. iv-para. 

True conjugate 7 cm. (Skutsch’s pelvimeter). 

Previous Labors. Dead born with forceps. 

Bumm pubiotomy, October 111910. Os fully dilated and mem- 
branes ruptured 11 hours. Walcher’s position 4 hours. Head freely 
movable above brim. Vagina plugged for } hour. Pubiotomy. 
Severe hemorrhage and transverse laceration at base of vestibule 
before sawing began. In speaking of this case Dr. Tweedy says, 
“The sharp needle evinces the greatest tendency to bury itself in 
the bone, which arrests its advance. The operator, in slightly with- 
drawing it and pushing it upward, may easily plunge the needle into 
the venous plexus around the base of the bladder, causing violent 
hemorrhage, which will in a few moments burst its way through the 
vulval and vaginal mucous membrane, giving rise to the extensive 
and puzzling lacerations too frequently encountered. In my 
eighth case such an accident occurred, for with unpardonable care- 
lessness the needle was allowed to slip away from the bone. It 
pierced the bladder and the hemorrhage above described immedi- 
ately followed.”! Bone sawed. Forceps delivery. Bleeding con- 
trolled by pressure. Repair of lacerations. Vaginal plug. Wing 
catheter in bladder 3 days. 

Child 73 lbs. Alive. 

Uninterrupted recovery. Up on 15th day. Discharged 20th day. 

X-ray January 3, 1911. Incision runs into symphysis at lower 
end. No bony union. Ends in close apposition. 

Present Condition. Normal in every particular. 


No. 9. M.C., 33 years. iii-para. 
True conjugata 8!/,cm.; transverse 13cm. (Skutsch’s pelvimeter). 
Previous Labors. Perforation at home. 
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Bumm pubiotomy, November 2, 1910. A week over time. 
Bougies inserted into uterus October 23rd, October 24th, and October 
26th. Castor oil and quinine (15 grains) given 3 times. Bag intro- 
duced twice. No labour pains. Finally }0z. boiled glycerin injected 
between membranes and uterine wall. Labour followed in 37 hours. 
Membranes ruptured immediately. Walcher’s position at intervals 
for 20 hours. Labour 38 hours. Os ? dilated. Liquor amnii all 
gone. Pulse 120. Temperature normal. Fetal heart normal. 
Bandl’s ring } way to umbilicus. Forceps failed to deliver. Pubi- 
otomy. Immediate forceps delivery as a brow. No hemorrhage, 
hematoma, or laceration. 

Child 7 lbs. Alive. 

Up on 16th day. Discharged 22nd day. 

X-ray November 24, 1910. Bones in close apposition. Too soon 
to determine what kind of union will occur. 

Present Condition. Writes to say that she has had no trouble 
since operation and is able to walk and work as well as ever. 


From these case histories it is seen that the first five operations 
were performed by Déderlein’s semi-open method and the last four 
by Bumm’s sub-cutaneous method. We consider both operations 
satisfactory and Dr. Tweedy would not hesitate to perform Déder- 
lein’s operation again, but of the two he considers Bumm’s simpler, 
easier, more aseptic and less liable to complications. Having 
assisted him at the operations I can endorse his opinion in respect to 
the ease of performance and freedom from complications in the 
subcutaneous method. 

Indications. If the os is fully or almost fully dilated, the 
child alive, and the true conjugate measures 7 cm. or more, pubi- 
otomy should be undertaken when fetal or maternal distress is 
manifested, and sooner if the conjugate is less than 8cm. and 
spontaneous delivery is obviously impossible. Before the actual 
performance of the operation forceps should be tried tentatively as 
delivery may thus be terminated without the necessity of pubiotomy. 
These indications were not at all times adhered to, nor is it possible 
to be guided absolutely by any rigid rule. Prolapse of the cord, 
malpresentations, loss of liquor amnii with manifestations of fetal 
distress may necessitate interference before the os is fully open. 
The special merit of the operation is that it affords a means of 
delivering a woman with a comparatively slight degree of contracted 
pelvis when she is unable to deliver herself after labour has been 
allowed to continue in the hope that spontaneous delivery would 
occur. (For further discussion of indications see Med. Annual, 1911, 
pp. 586—537.) 

Dr. Tweedy’s method of performing Déderlein’s operation differs 
in a few details from that described by the author. Asa preliminary 
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the vagina is plugged with pledgets of sterile cotton-wool wrung 
out of weak lysol solution. These take the place of the colpeurynter 
in dilating the soft parts with a view to minimizing lacerations. 
The incision over the crest of the pubes is vertical and not transverse. 
This severs the fibres of Poupart’s ligament which are continued 
over the pubes, enabling the operator to insert the needle directly 
on to the bone. This is not so easily accomplished by the horizontal 
incision as it does not separate the fibres thoroughly down to the bone. 

Technique. Preparation of the patient. The pubic hair is 
shaved and the skin of the lower abdomen, vulva, and perineum is 
washed with soap and water, dininfected with ether and a 1-6000 
solution of biniodide of mercury in 70% methylated spirit. The 
bladder is emptied with a catheter, the vagina douched and plugged. 
Finally the skin is painted with tincture of iodine. 

The patient lies in the cross bed position with her legs hanging 
down, a modified Walcher’s position. Her legs and lower abdomen 
are covered with sterile leggings, a sterile towel is fastened across 
the perineum and hangs down to cover the anus. An assistant is 
seated at each side of the patient’s pelvis to prevent too sudden 
separation of the bone. The operator and all his assistants wear 
rubber gloves and sterile gowns with sleeves. The vaginal plug is 
removed at the last moment. 

A vertical incision just long enough to admit the index finger is 
made over the crest of the pubes about #in. to the side of the 
symphysis and the finger is passed down behind the bone to detach 
the bladder. The point of Déderlein’s needle is inserted above the 
pubes, pressed firmly against the back of the bone and passed down 
until it emerges beneath the pubic arch. Déderlein’s advice is to 
insinuate the point between the periosteum and the bone. If this 
can be done there will be very little hemorrhage. The curve of the 
needle should be made to hug the top of the pubes, otherwise it 
presses back against the bladder and prevesical plexus and is very 
prone to cause laceration of some of the veins. In practice it is 
found much harder to keep Déderlein’s needle from injuring these 
vessels than Bumm’s and this was the main reason for discarding 
the former in favour of the latter. When the point of the needle 
emerges beneath the pubes an assistant pulls the labium strongly 
towards the opposite side to carry the cavernous tissues of the 
vestibule out of danger. A small incision exposes the point of the 
needle on which a Gigli saw is threaded and brought into position as 
the needle is withdrawn. In using the saw it is kept in as straight 
a line as possible and the range of motion is limited, to avoid lacera- 
tion of the soft parts. The division of the bone is made about 3 in. 
to the side of the symphysis and parallel to it. If an assistant keeps 
his finger over the pubes he is able to recognize when the bone is 
severed. The change in the character of the resistance and the ease 
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with which the soft parts can be pulled forward with the saw enable 
the operator to know when the bone is sawn through. The assistants 
seated at either side of the pelvis prevent too sudden and too much 
separation. Hemorrhage, if it does occur, is readily controlled by 
pressure with the fingers in the vagina and the thumb over the 
separation in the bones. This may have to be continued some time. 
A vaginal plug of iodoform gauze presses the soft parts against the 
bone and ensures against recurrence of hemorrhage. 

As the operation is usually undertaken after some indication of 
maternal or foetal distress has been manifested, there is nothing 
to lose and everything to gain by immediate delivery, which is easily 
accomplished by forceps or version. There is the added advantage 
that any lacerations can be repaired immediately, the wounds dressed 
and the patient spared the pain of delivery after regaining con- 
sciousness. 

The preparations for Bumm’s operation are exactly the same as 
for Déderlein’s. An assistant pulls the labium strongly to the 
opposite side and the sharp needle is inserted to the under surface 
of the pubic arch 2 in. to the side of the symphysis. With a finger 
in the vagina the operator carefully guides the needle up the 
posterior surface of the pubes, insinuating the point beneath the 
periosteum. To avoid slipping, the needle is held short and guided 
upwards with the utmost care. Very often the point of the needle 
buries itself in the bone and in liberating it the accident described 
in Case No. 8 may readily occur. The subsequent steps of the 
operation are exactly the same as in the semi-open method. More 
care should be taken to limit the range of movement of the saw, 
allowing the soft tissues to cling to and move up and down with it, 
lessening the amount of injury. 

After delivery in Déderlein’s operation the wound above the 
pubes is sutured with catgut. No drainage is necessary. In the 
subcutaneous operation the stab holes are covered with collodion and 
cotton wool. The usual vulvar pad and obstetric binder are applied 
and to give more support to the patient a broad canvas belt (8 in. 
wide), with 3 straps, is firmly applied around the pelvis outside the 
binder. 

After-treatment. The patient is kept on her back for 24 hours, 
and is catheterized every 8 hours. She is then moved from side to 
side until the third day. The bowels are moved the third day. 
After this, and before if they are allowed, patients move about 
freely and suffer no pain or inconvenience. None of these women 
complained of pain or discomfort during the puerperium, thus 
falsifying our preconceived opinions. This we think is largely 
attributable to the support afforded by the canvas belt. 

To use the bed-pan and for changing bed-clothes, dressings and 
binder, the patient is lifted on the belt easily and without any pain. 
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The infant is put to the breast just as after normal labour. 

Subsequent Results. Two of our nine patients have not been 
heard of since they left the hospital. They both live in the country 
and I have not been able to get them to answer letters. They are 
presumably all right as they left the hospital without any pain or 
lameness and promised to write if they had any trouble subsequently. 
Since writing this I have had letters to say that both of these patients 
are well and able to do their housework as well as ever. One 
has had a normal delivery since the pubiotomy (Case No. 3). 
The other seven, including the two cases where hemorrhage and 
laceration complicated the operation, I have kept under observation 
and examined frequently. I am able to say that none of them has 
been inconvenienced in any particular by the operation. They are 
all able to walk and work as well as ever and were able to do so 
shortly after their discharge from hospital. Several of them have 
washing, scrubbing and heavy lifting to do and those who have 
become pregnant again have been able to continue at work until 
full term. Five women have been delivered since operation, four 
naturally after singularly easy labours. Two of these patients have 
had two normal deliveries each since the pubiotomy, the other two, 
one each. The fourth case was the woman with too high a degree of 
contraction to justify pubiotomy. She was delivered by extra- 
peritoneal Cesarean section, as she was admitted to the hospital 
after 24 hours of labour and repeated vaginal examinations. 

x-ray photographs were taken by M. R. J. Hayes, F.R.CSI, 
Radiologist to the Mater Misericordie Hospital, Dublin. Three 
patients had bony union, two fibrous union and two were taken too 
soon after operation to enable one to say what kind of union would 
eventually result. The patient whose subsequent history we have, 
but no 2-ray, has almost certainly fibrous union. She moved to the 
country after her second normal labour following the pubiotomy, 
and I have been unable to communicate with her since. 

All of the patients who live in Dublin (5) were exhibited at the 
January meeting of the Obstetrical section of the Royal Irish 
Academy of Medicine. 

It is obvious that the number of these cases is too small to permit 
dogmatic statements as to the merits of the operation or to establish 
it beyond controversy; but as one who has assisted at the operations 
and had charge of the patients afterwards, I have been convinced, 
by the absence of serious complications and sequele and the ease 
of subsequent labours, that pubiotomy is a very valuable addition to 
our present methods of treating cases of contracted pelvis. 

REFERENCE. 
1. “Pubiotomy,” Med. Annual, 1911. 
F.R.C.P.I1. 
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TECHNICAL MEMORANDA. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 


Obstetrical and Gynecological cases. in — and private 
practice. ) 


A New Method of Performing Colporrhaphy.* 


By W. Brarr Bett, B.S., M.D., 
Assistant Gynecological Surgeon to the Royal Infirmary, Liverpool. 


So far as I am aware, in all the published accounts for the perform- 
ance of colporrhaphy the operator is instructed to denude a certain 
area of vaginal wall and then to suture the cut edges together. 

The exact shape of the area denuded is not concerned in the 
present discussion; and in order to shorten this communication I 
propose only to deal with anterior colporrhaphy, although the points 
I wish to bring forward apply equally to posterior colporrhaphy and 
to the closure of the vaginal wall over vesico-vaginal and recto- 
vaginal fistule. 

It will make the matter clearer if I point out first of all what 
may be considered to be the weak points in the operations of anterior 
colporrhaphy as commonly performed, and then indicate how these 
may be got over by carrying out the procedures to which I wish to 
call attention. 

The usual method of stripping an area of vaginal wall from the 
underlying bladder, which is laid bare, and the suturing the cut 
edges of the vaginal wall together (fig. A) obviously has the follow- 
ing two mechanical faults. 

(1) The edges form very small areas for the union of rawsurfaces, 
and consequently the scar may stretch or give way, with a recurrence 
of the cystocele, on the slightest provocation. 

(2) The underlying bladder is pushed back and forms a potential 
pouch like a hernia sac (fig. A2). This in itself greatly increases 
the strain over the weak suture line. I do not think puckering and 
suturing the bladder, as some operators do, improve matters. 

In order to get over these two difficulties I have devised and 
practised the following method of procedure. 


*Demonstrated before the North of England Gynecological Society on 
April 21, 1911. 
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After an oval-shaped area (about 1} or more inches broad in the 
widest part) of vaginal wall has been removed, the underlying 
bladder is entirely separated from the remaining anterior vaginal 
wall. All bleeding points are then carefully tied. The aperture 
made by the removal of the piece of vaginal wall is closed in the 
manner shown in fig. C. Mattress sutures of 40-day chronic catgut 
(it is essential that the sutures should ‘hold’ for 3 weeks) are inserted 
in the manner illustrated. These, when tied, cause large, raw under- 
surfaces of vaginal wall to be brought into contact, and form a ridge 
running the whole length of the anterior vaginal wall. 

The mattress sutures should not be tied too tightly, nor should 
the anterior vaginal wall be stretched too much when the operation 
is completed. To estimate the proper tension basting forceps may 
be used to fix the everted edges of the vaginal wall before inserting 
the mattress sutures. If it be found after suturing that the everted 
edges project more than half an inch they may be trimmed down; 
it is best to have them project a little less than this. 

Finally a running overhand stitch of fine catgut may be used to 
unite the free margins and to prevent the exposure of a raw edge. 

The appearance, some months after operation, of the ridge, which 
widens slightly, resembles that of a normal ‘anterior column.’ A 
sectional view of the separation of the bladder and the mechanical 
advantages of the operation—that is to say the broad surfaces of 
union and the absence of a bladder sac—are illustrated in fig. B 
1 and 2. 

Professor Howard Kelly, who saw me perform the operation, 
suggested the name of the “Buttress operation,” since the central 
ridge formed acts as a buttress. This procedure was planned to 
restore, as far as possible, the normal conditions of the vagina with a 
vaginal column which undoubtedly adds considerable strength in 
the middle line. There are, of course, normally two columns on the 
anterior vaginal wall. 

It was from observing the very frequent recurrence of cystoceles 
after operations performed on the usual lines that the above method 
was devised. I have performed it regularly for nearly two years, 
and am entirely satisfied with the results obtained. 
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Andrews: Retention of Menses 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


Two Cases of Retention of Menses in which the 
Peritoneal Cavity Contained Free Blood. 


By Henry Russert Anprews, M.D., B.S. (Lond.), M.R.C.P., 
Obstetric Physician to the London Hospital. 


Cases of retention of menses in which free blood has been found in 
the peritoneal cavity seem to be rare. In a brief search through the 
literature I have found two cases recorded, included in the long and 
exhaustive paper by Robert Meyer,! written in 1896. 

I record two other cases which were under my own care. 

E.F., aged 17, was admitted into the London Hospital on June 
16, 1905. For the last three or four months she had complained of : 
cramp-like pains in the lower abdomen. She had not menstruated. i 

Abdominal Examination. There was a large swelling rising : 
out of the pelvis, reaching almost up to the umbilicus, movable from 
side to side. At the summit of this swelling was a mass of harder 
consistence. On the right side of the main swelling was a separate 
tumour in the iliac fossa. The left side of the lower abdomen was 
free. 

The external genital organs were normal except that there was 
no vaginal orifice. 

Per rectum a cystic swelling could be felt, extending down to i 
within about two inches of the vulva. A catheter in the urethra 
was felt plainly by a finger in the rectum. 

The case was evidently one of occlusion of the lower part of the 
vagina with retention of menstrual blood in the uterus and upper 
part of the vagina. It was highly probable that the right Fallopian 
tube was distended with blood. 

I opened the abdomen and found that the uterus and upper part 
of the vagina were distended with blood, the hematometra merging 
into the hematocolpos without much line of demarcation. The 
right Fallopian tube was distended with blood to the size of a small 
pear, adherent to an ovarian cyst of about the same size. These 
were both removed. The left tube and ovary were healthy. There 
were no adhesions except those between the right tube and ovary. 
All the contents of the abdomen that could be seen were stained with 
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blood, which had evidently leaked out of the abdominal ostium of 
the left tube. As the left tube and ovary were healthy I was 
unwilling to remove the uterus. I covered up the abdominal wound, 
put the patient in the lithotomy position, and made an incision 
between the anus and the urethral orifice; then dissected upwards 
between the rectum and urethra with my fingers and blunt-pointed 
scissors until the dilated upper portion of the vagina was reached. 
About two pints of blackish, thick, treacly blood escaped. Inspec- 
tion of the abdominal cavity shewed that no blood escaped from the 
ostium of the left tube while the contents of the uterus and upper 
part of the vagina were running out. The abdominal wall was 
sutured, and the vagina douched out and then plugged lightly with 
gauze which was removed next day, a large rubber tube being 
substituted for it. Eleven days later an attempt was made to draw 
down the vaginal walls and suture them to the skin of the vulva. 
There was so much tension, however, that it was found necessary to 
dissect up two flaps from the skin and mucous membrane of the 
vulva and to tuck these into the vagina, when it became possible to 
cover all the raw surface. The vagina was packed with gauze, which 
was removed a few days later, a glass tube being inserted. When 
the patient was discharged she had a vagina lined entirely by mucous 
membrane or skin, but rather narrow at its lower part. Unfortu- 
nately I have not seen her again, as she changed her address and 
could not be traced. Some authorities would say that I adopted the 
wrong treatment in this case, and that I ought to have removed the 
uterus, and some would go so far as to say that I ought to have 
removed the left ovary as well. It is almost certain that this patient 
cannot have a normal labour if she becomes pregnant, but I should 
much prefer not to unsex such a patient, to give her a chance of 
marriage, and to perform Cesarean section if she becomes pregnant, 
rather than to remove a healthy uterus, ovary and tube, and make 
it practically impossible for her to become a wife and quite impossible 
for her to become a mother. 

R.H., aged 14, came to the London Hospital at the end of April, 
1911. She had never menstruated. She complained of pain in the 
back and lower abdomen, which had been present for four months. 
The pain lasted for a few days then went off, and returned after a 
few days’ interval, There was also a dull pain in the rectum, 
relieved by defecation. During the attacks of pain there was 
frequent micturition. Sometimes the patient could not pass water 
though she felt a frequent desire to do so. 

Physical Signs. In the hypogastrium to the left of the middle 
line was a cystic swelling, smooth and rounded, with a fair range of 
mobility. Below and behind this was a large swelling rising out of 
the pelvis. There was a septum blended with the hymen and 
bulging downwards. 
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On rectal examination the vagina was found to be distended with 
fluid. 
The patient was sent into my ward with a diagnosis of hemato- 
colpos with dilatation of the left tube. The uterus could not be felt 
perched on top of the hematocolpos as it usually is. I thought that 
dilatation of a tube was not likely to occur in connection with a 
congenital septum at the orifice of the vagina, and considered that 
the movable tumour in the abdomen was probably an ovarian cyst. 

On opening the abdomen I found that the movable tumour was 
the uterus distended to the size of a two months’ pregnancy, acutely 
anteflexed so that when the patient was in the erect position the 
fundus must have pointed directly downwards. Both ovaries and 
tubes were normal and there were no adhesions in the pelvis. There 
was a small amount of old blood in the peritoneal cavity and the 
abdominal contents were stained with blood which had apparently 
escaped from the open abdominal ostia of the Fallopian tubes. The 
hzmatocolpos was emptied in the usual way from below, about one 
and a half pints of fluid escaping. The cervical canal was found to 
be widely dilated. When the fundus of the uterus was pulled 
upwards the contents of the uterus ran out through the vagina. No 
fresh blood escaped into the abdominal cavity during the evacuation 
of the uterus and vagina. The patient made an uninterrupted 
recovery, the temperature being usually under 98°F. and only once 
rising to 99°F. 

This case is an unusual one, the occurrence of hematometra with 
the so-called “imperforate hymen” being rare. The kink at the 
angle of flexion was so acute as to suggest that the retention of blood 
in the uterine cavity might have been due to this cause, loath 
though one is to suggest this. 

It is possible that cases such as those described above, in which 
blood has flowed from the open ends of Fallopian tubes into the 
abdominal cavity, are more common than is supposed, since the 
abdomen is rarely opened in cases of retention of menses unless there 
is evidence of the presence of a hematosalpinx. 

It is impossible to say whether the effusion of blood into the 
peritoneal cavity in these cases caused pain or not, but neither of 
the patients complained of any pain of such severity as usually 
accompanies intraperitoneal bleeding in cases of extrauterine 
pregnancy. 

Th. Landau and Rheinstein? in 1892 recorded a case in which 
there was atresia of the whole length of the vagina, both Fallopian 
tubes were patent, and there was blood in the abdominal cavity. 
There were no adhesions. The uterine cavity was not distended, but 
the authors considered that it was possible that hematometra had 
been present. 


Sanger? in 1896 recorded a case of retention of menses in which 
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the vagina was represented by a cul-de-sac 2-3cm. in length. The 
uterus, both body and cervix, was distended with retained blood. 
Both tubes, though short, were patent and blood was seen oozing out 
of the abdominal ostia into the peritoneal cavity which contained 
a considerable quantity of dark fluid blood, as is seen in recent 
bleeding from a pregnant tube. There were numerous “ periodphor- 
itic” adhesions, and recent soft villous adhesions attached to the 
broad ligaments and bladder. Sanger held that closure of the tubes 
when it occurs is a secondary process, due to the pelvic peritonitis 
set up by the effused blood. 

In the case recorded by Landau and Rheinstein and in both of 
mine the absence of adhesions was striking—in strong contrast to 
what is seen in cases where blood has escaped from a pregnant tube 
some weeks or months before the abdomen is opened. 

Possibly the fact discovered by Blair Bell,‘ that there is no fibrin 
ferment or fibrinogen in menstrual blood may account for the 
non-irritating character of the blood in these three cases. 


1. Rost. Meyer. Zeitschr. fiir Geburts. und Gyndkol., Bd. xxxiv, S. 456. 


2. Tu. Lanpav and J. Ruernstern. “Ueber das Verhalten der Schleimhiute in 
verschlossenen und missbildeten Genitalien und tiber die Tub t 
Archiv fiir Gyndkol., Bd. xlii, 1892, 8. 273. 


uation.” 


8. M. Sancer. “Drei Fille von Salpingo-Oophorectomia duplex bei Hamatometra 
gynatresia.” Centrlbl. fiir Gyndkol., 1896, No. 3, S. 49. 


4. Lancet, May 13, 1911. 
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A Case of Intra-Uterine Amputation of the Right 
Humerus in the Lower Third. 


By C. E. Dawson, L.R.C.P. 


THE mother, aged 30, had had one previous normal labour; that 
child, a female, being quite healthy and strong. 

The second labour took place in January, 1903, prematurely at 
63 months as far as I could say. There was ante- and post-partum 
hemorrhage but not alarming in quantity. The pains were normal. 
I was sent for on account of ante-partum hemorrhage and pain. 
Upon examination per vaginam I felt something quite sharp, 
stretching across the vagina, which pricked my finger. Feeling it 
was part of an arm I very carefully pushed it up, and released the 
sharp end which had caught in the vaginal wall, and as the pains 
were strong and frequent the child, a female, was born without any 
further trouble. The placenta was expressed quite easily after 
which there was a little post-partum hemorrhage, otherwise it was a 
perfectly normal labour. 

Not a trace of the amputated limb could be found. 

The patient made a good recovery. There were a slight rise of 
temperature and offensive lochia which soon cleared up after a few 
douchings with mercury biniodide (1°4000) by the woman in charge. 

The child was ill-nourished at birth and cried feebly. It was 
wrapped in cotton-wool, after the usual bath, and took its food, milk 
and water from a bottle, indifferently, but gradually lost flesh and 
died from asthenia at the end of two weeks. The amputated limb 
looked exactly like the end of a sausage with the bone of the humerus 
protruding for 1} inches; it was very sharp at the end and showed 
signs of absorption. 

In the early period of this pregnancy the patient was white- 
washing a ceiling when she suddenly felt acute pain in the abdomen 
which however soon passed off, and thinking it was stomach-ache she 
thought nothing more of it. 
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Two Cases of Czsarean Section for Impacted 
Shoulder Presentation, in which Trans-Uterine 
Embryotomy was necessary before the Foetus 

could be extracted. 


By Earpiey M.D. 


THEsE two cases were in King’s College Hospital under the care of 
Dr. John Phillips and are remarkable examples of a condition for 
which I propose the term “active retention of the fetus by the 
uterus.” 

Their clinical histories are, briefly, as follow :— 

I. E.T., ii-para, aged 27, was attended by a doctor, who, when 
he first saw her, after she had been in labour, at term, for 25 hours, 
found an arm and a leg presenting at the vulva: he anesthetized 
her and attempted to turn the child: being unsuccessful in this and 
finding that the uterus was passing into a state of tonic contraction, 
he brought her to King’s College Hospital. Dr. Phillips first saw 
the patient after labour had lasted 30 hours: her pulse was 110 and 
her temperature was normal: the uterus was in a state of tonic 
contraction and was extremely tender on pressure. On examination 
under anesthesia he found that the left arm of the child, swollen 
and purple, was protruding from the vulva as far as the wrist: just 
inside the vagina the left arm and foot could be felt. The uterus was 
still in a state of tonic contraction. The left arm was amputated 
and version was attempted, but with no success. The head could 
not be felt through the cervix: the abdomen was high up and could 
only just be reached with the tip of the finger: embryotomy was 
impossible. Cesarean section was therefore undertaken. The 
abdomen was opened in the usual way: on incising the uterus the 
placenta was found on the anterior wall. It was rapidly separated 
and, the uterine incision having been enlarged, was removed. The 
child’s back and flank came into view. In spite of traction, and 
the length of the uterine incision, the child remained firmly gripped 
by the uterus and could not be extracted. With a pair of stout 
scissors the child’s flank was opened and the liver and intestines were 
removed. The breech was then extracted and subsequently the 
head. 

The uterine wound was closed with two layers of sutures passing 
through muscle and peritoneum, and peritoneum respectively. The 
abdominal wound was closed with three layers of sutures. The 
total duration of anesthesia was 1} hours, and of the Cesarean 
operation 35 minutes. The weight of the child was 7 Ibs. 10 ozs. 
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The patient passed through a stormy convalescence. The lower 
part of the abdominal wound suppurated, and, on the twenty-eighth 
day after the operation, thrombo-phlebitis of the left femoral vein 
ensued. She was discharged to the Convalescent Home eight weeks 
after the operation, by which time most of the edema of the thigh 
and leg had subsided. 

II. C.B., xi-para, aged 37. Her first child was born alive at 
full term. The next four children were still-born at the 8th month. 
Subsequent labours were induced in a general hospital in London, 
on account of the previous habitual foetal death and resulted in the 
birth of 3 living and 3 still-born children. The notes of her previous 
history are imperfect: it is not stated at what date labour was 
induced: nor are her pelvic measurements stated, though, from 
points in her present labour about to be described, it is apparent 
the pelvis was moderately contracted. However, these details are 
comparatively unimportant for the main issue of the present report. 
During this pregnancy, the patient was an out-patient at the British 
Lying-in Hospital. On February 26, the patient being four weeks 
off full term, examination showed that the head was presenting and 
was freely movable above the pelvic brim, into which pressure 
could not make it enter. A solid bougie was introduced into the 
uterus. On March 1 pains commenced and the membranes ruptured. 
On March 2 they ceased, but recommenced on March 3 at regular 
intervals. The foetal heart was audible: the head was felt in the 
right iliac fossa: the os uteri admitted two fingers: the left shoulder 
was presenting. An unsuccessful attempt was made to dilate the 
os uteri with the hand, so a de Ribes’ bag was inserted. 

On March 4 the patient was transferred to King’s College 
Hospital. Her temperature was 100 and her pulse 120. The uterus 
was hard and tender and in a condition of tonic contraction: the 
retraction ring was felt above the symphysis pubis. The right arm 
lay in the vagina and was swollen and purple. The external os 
was soft and easily dilatable: the internal os was tightly contracted 
round the middle of the upper arm. 

Since the uterus was tonically contracted, and the narrow and 
resistant internal os uteri would evidently cause great difficulty to 
delivery by the natural passages, Dr. Phillips undertook Cesarean 
section. The abdomen was opened and the uterus exposed in the 
usual way. On incising the uterus, the placenta was found 
on the anterior wall: it was freely separated and removed. 
The left arm and lateral chest wall of the foetus were exposed. 
Ordinary traction failed to extract the child, because the uterus was 
so tightly contracted around it. Evisceration by an incision into 
the foetal thorax was necessary before extraction could be completed. 
On inspecting the empty uterus the retraction ring was well marked, 
and for 2 inches above it the uterine wall was twice as thick as 
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elsewhere. The uterine wound was closed by two, and the abdominal 
wall by three, layers of sutures. A portion of either Fallopian tube 
was excised in order to sterilize the patient. Convalescence was 
uneventful, and the patient left the hospital well, 26 days after the 
operation. 

Now, in these two cases the uterus gripped the fetus so tightly 
that the latter could not be extracted entire, or, at all events, could 
not be extracted entire without the exercise of a dangerous amount 
of force. I think the term “active retention of the foetus by the 
uterus ” is a logical one to express the condition, for it implies that 
the uterus is the active causative agent of the retention, and dis- 
tinguishes it clearly from those cases where the uterus plays a 
passive réle, and where the fetus is retained in the uterus because 
it is prevented from getting out, for example, by contraction of the 
natural passages, or malposition, 7.e., dystocia due to the fetus 
and dystocia due to contraction of the pelvis. These two cases 
are examples of dystocia due to the uterus. Of course, in both of 
them, the dystocia was originally due to the transverse lie of the 
foetus, whereby natural delivery was prevented, but the obstruction 
to artificial delivery was undoubtedly due to the uterus. 

These cases fall into line with the case recently described by 
Russell Andrews and Maxwell (“A case of difficult labour,” Trans. 
Royal Soc. Med., Obstet. & Gyn. sect., vol. 1, p. 188),—an extremely 
fine example of dystocia due to the uterus, in which tonic contraction 
of the uterus gripped the foetus so firmly that powerful traction, 
subsequent to removal of the head, cleidotomy, and removal of the 
thoracic and abdominal viscera, failed to budge the fetus, and in 
which hysterectomy had eventually to be carried out. 

I take it that a tonically contracted uterus may bring about 
retention of the foetus by one of three ways :— 

1. By simple gripping of the foetus, by the power of the circular 
muscular fibres. 

2. By the retraction-ring interlocking with a groove on the fetal 
surface. 

3. By the uterus converting the fetus, when it is in a transverse 
lie, into a rigid bar whose axis corresponds neither to the axis of 
the uterus (preventing version) nor to the line of the incision in the 
uterus in Cesarean section (preventing extraction). 

Andrews and Maxwell ascribe the retention of the fetus in their 
case to the second way. A case due to the first way has, so far as 
I know, never been described, though it is quite conceivable to 
suppose it played a part in the case described by these two authors. 

In these two cases, although simple gripping must have had 
some influence in causing retention, I believe the chief mode of 
action was the third I have suggested. The uterine incision and 
rigid foetus lay in different axes, and it was not until by embryotomy 
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the rigidity of the fetal axis was destroyed, and the total fetal 
volume was diminished, that extraction was possible. 

Another lesson to be learned from these cases is that, since the 
ultimate dystocia is due to the uterus, treatment must be directed 
to attacking the uterus and not the fetus. So far, we know of only 
two drugs which have any influence in tonic uterine contraction— 
morphia and chloroform: these usually fail to produce any effect. 
But when we have discovered a substance that can reduce the uterus 
from a state of activity to one of passivity (7.e., substances antagon- 
istic to pituitary extract and the active principles of ergot), our 
treatment of these cases will be simple and successful. 

It may be further noted that both of these cases were “ suspect ” : 
the alternative treatment would, according to present views, have 
been hysterectomy subsequent to Cesarean section. Both patients, 
however, recovered. 
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On the Suprapubic Transverse Fascial Incision in Gynecology. 


Tuomas Wirson (7/’he Lancet, May 6 1911, p. 1198), after briefly criticising the 
various methods of opening the abdomen between the pubes and umbilicus by the 
median longitudinal incision, proceeds to describe the suprapubic transverse fascial 
incision, first perfected by Pfannenstiel. In this incision the skin and superficial 
fascia are divided transversely down to the sheaths of the recti, which are then also 
divided transversely to the whole extent of the incision, and raised from the 
underlying muscles. The recti are then pulled apart by retractors and the trans- 
versalis fascia and peritoneum are divided longitudinally in the usual manner. 

Wilson has employed the incision on upwards of 120 operations on the uterus and 
its appendages and is using it more frequently with increasing experience of its 
advantages. These operations include 42 hysterectomies and myomectomies for 
uterine fibroids, many of the tumours extending as high as the umbilicus; 17 cases 
of cysts and tumours of the ovary; 22 operations for inflammation of the uterine 
appendages, of which 12 were suppurative; 23 abdominal fixations; 3 abdominal 
operations for uterine cancer after Wertheim’s method; and others. 

Gangrene of the flap of fascia, at first mooted as an objection, need never be 
feared. Since Wilson’s first case only dates back two and a half years, he is unable 
to speak from personal experience as to the occurrence of ventral hernia; he has 
seen none so far. He emphasises the distinct advantage that, in the Trendelenburg 
position, the transverse incision forms a flap which covers the intestines during the 
operation, protecting them from handling and from loss of heat and moisture; in 
many cases, indeed, the intestines hardly come into view during the whole operation. 
In summing up the advantages he considers that the first and by far the most 
important is the lessened risk of ventral hernia; in the next place, in the ordinary 
tun of gynecological operations, the incision affords easier access and more ample 
room than the longitudinal incision; finally, the cosmetic effect of the linear scar 
concealed by the pubes and by the natural folds of the abdominal wall is important. 


E. H. 
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The Radium Treatment of Cancer ; Experience of over 100 Cases. 


N. S. Fryzi (Zancet, May 20 1911, p. 1339).—Those who are interested in the 
treatment of cancer by radium are strongly recommended to read this paper. It is 
clear, full of information, and ends with an account of the results of cases treated 
by the author. Finzi has planned his paper as follows :— 


(1) The physical characters of radium. He explains how the three sets of rays 
(a, B and y) may, by the interposition of appropriate filters between the radium and 
the part to be acted upon, be-allowed to act separately or in combination. 


(2) The mode of action of radium on growths. He discusses the selective action 
of the different rays on types of cell. 


(3) The class of case suitable for treatment. This depends on (a) the nature of 
the malignant growth, (b) the position and size of the deposits, (c) the general 
condition of the patient. It is necessary to grasp the fact that some growths, 
however small, do not respond to radium treatment. Those the author knows of at 
present are epitheliomata of the tongue and of the vulva. The position and size of the 
growth and secondary deposits are important only when considered in connexion with 
the readiness with which they react to radium. The condition of the patient has to 
be taken into consideration. In cases with marked cachexia a growth which one 
would have imagined to be suitable will sometimes not be improved by radium 
treatment. 


(4) Principles of treatment. They are: (a) treat thoroughly the whole tumour 
and the site of any possible metastasis, (b) adequately filter the rays, (c) use as 
much radium as possible, (d) give maximal doses. He next describes the apparatus 
used, the technique, and the dosage. 


The results attained naturally form the important part of the paper. Finzi 
treated 117 cases, exclusive of rodent ulcer. They can be read in detail in the 
original paper. As of interest to gynecologists he writes, “Carcinoma of the uterus 
is one of the very best types of growth to treat. I have only had two such cases. 
In one the growth completely disappeared, but she had heart disease and subsequently 
got a cerebral embolus, which caused her death about five months later. The other 
improves rapidly. Carcinoma of the cervix is certainly relieved. An inoperable 
growth may sometimes be rendered operable, and whether one then recommends 
operation and prophylactic radium treatment, or radium treatment alone, depends a 
good deal on the case, and the rapidity with which improvement ensues with the 
preliminary radium treatment.” 


The conclusions drawn by the author are :— 


(1) That in cases which would otherwise be doomed, complete local disappearance 
of the growth occurs in 12 per cent., relief of pain or other symptoms in 62 per 
cent., and no relief in 25 per cent. 

(2) That these statistics would be improved if cases were excluded which were 
treated for relief only. 


(3) That every loca] inoperable growth of suitable type should be treated with 
radium. 


(4) That prophylactic treatment should be used after every operation for cancer. 


(5) That it is necessary to use large quantities of radium and metal filters at least 
1mm. thick of lead or platinum. “Since I have used 205mg. of radium in my later 
cases my results are showing promise of being very much better than when I used 
only 50mg.” 


(6) That treatment must be thorough. E. H. 
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The ance of Suppurating General Peritonitis with Camphor 
il. 

Krecke (Monats. f. Geb. u. Gyn., Bd. 33, Heft 4, 8., 473).—This serious 
affection still shows a mortality of about 40—50 per cent., in spite of therapeutic 
measures, such as extensive irrigation, enterostomy, and intravenous injections of 
adrenalin in salt solution, so that anything which promises better results is worthy 
of consideration. 

Glimm showed by experiment that intraperitoneal injections of sterile camphor 
oil produced distinct lessening of bacterial resorption from the peritoneal cavity, and 
therefore suggested its use in desperate cases of peritonitis. 

Pfannenstiel and Hoene used the preparation as a prophylactic by injecting it 
into the cavity, prior to undertaking such laparotomies as experience had proved to 
be frequently followed by peritonitis, and obtained excellent results. Thus 
Pfannenstiel found in 41 cases of abdominal operation for cancer in which he 
employed this method, a mortality of 4°88 per cent, from peritonitis, whilst in 
ten cases not so treated previously the death-rate was 10 per cent. 

Hirschel then treated cases of well-marked septic peritonitis by this means, and 
found that he could report five cures out of nine cases; and, encouraged by this 
result, Krecke has used it in eleven cases of generalized peritonitis since May 1910, 
some of which were severe and some mild in type, and all the result of perforation 
of the appendix. Duration of the affection before treatment ranged from 8 to 
80 hours, in four cases it had existed over 36 hours—a period usually associated with 
a serious prognosis. His youngest patient was an infant of ten months, and his 
oldest was 70 years. All the eleven cases were cured, in striking contrast to the 
results obtained by him in previous years when the mortality ranged from 34 to 
42 per cent. In the eleven cases no other therapy was adopted. 

The technique is simple. After removal of the appendix in the usual way the 
pus was carefully removed by swabs and then 100 grammes of the sterile camphor oil 
was poured in and distributed in various directions with gauze pads. The abdomen 
was then closed, a cigarette drain being left in the pelvis. 

He holds that the method deserves more extensive trial, particularly as other 
measures are not usually successful; thus extensive irrigation causes great loss of time 
which it is so important to avoid, while intravenous saline adrenalin injections 
seemed sometimes to throw a great strain on the heart and circulation, a serious 
matter where the heart is already weakened. He occasionally used continuous 
proctoclysis. 

He does not wish to enter on the method of action of the oil as to whether it 
occludes the lymphatics or creates a reactionary inflammation, W.R. P. 


A Case of Epithelioma of the Vulva. 

G. Berton Massay (Journ. Amer. Med. Assoc., 1911, Vol. lvi, p. 886).—On 
admission to the Hospital of this case an eroded and proliferated raw surface was 
found to extend from the clitoris to a point below the anus involving the whole 
vulval area and extending some distance into the urethra, vagina and rectum. There 
was a characteristic discharge accompanied by a foul odour. The patient was placed 
under ether, and zinc mercury ions were driven into the tissue by a current of 
1,000 to 1,200 milli-amperes for one hour. This application was accomplished by the 
ionic dissolution of 16 zinc needles, each heavily coated with quicksilver and inserted 
into the periphery of the growth. The needles were of course connected with the 
positive pole, the negative being a large kaolin pad under the patient’s back. On 
separation of the large mass of sterilized tissue ten weeks later an immense cloaca-like 
opening was revealed into which the three pelvic outlets coalesced, the cavity 
extending so far on the right as to expose the lower edge of the pubic ramus. The 
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wound was painless and filled in rapidly by healthy scar tissue. Some months later a 
plastic operation was required to cover in a bare spot. Two years and five months 
after the ionic operation no sign of recurrence could be found. A specimen of the 
tissue removed before the operation was pronounced to be squamous-celled epithelioma. 
C.N.L. 


Squamous Epithelium derived from Glands of Corpus in Adeno- 
metritis Uteri. 

Srrzenrrey (Gyneekologische Rundschau, v. Jahrg., 6 Heft).—The author records 
a case with illustrations in which there is an evident metaplasia of the cells of the 
corporeal glands into masses of flattened epithelium similar to a squamous-celled 
epithelioma. The mucosa of the body is in places 4mm. thick, and it can be seen to 
send projections for some considerable distance into the muscular coat. Many of the 
glands are distended to form cyst-like spaces filled with secretion. 

The mucosa presents the features of the so-called glandular endometritis. The 
projections of the glands into the muscularis are accompanied with the stroma; in 
places, however, the glands alone are seen to extend along the vessels for a 
considerable distance into the muscular coat. 

At several places there is a peculiar change in the glands. The epithelium exhibits 
a marked proliferation and projects in masses into the gland lumina, and, after 
bursting the basement membrane, extends into the surrounding stroma. In places 
the change is definitely seen in action; the ordinary columnar cells, one layer deep, 
can be followed abruptly into the cell masses, in which the cells are often packed 
together, as in a squamous-celled epithelioma. In places the cell nodules resemble the 
cell-nests found in this-condition. 

The author states that islands of flattened epithelium are not infrequently found 
in adenocarcinoma of the corpus uteri. The case, however, which he has described 
is of especial interest because of the absence of the intermediate adenocarcinomatous 
stage. wake 


The Nature of Hzmatocolpos fluid and the Character of the 
Obstructing Membrane. 

Bratr Bett (Lancet, May 13 1911, p. 1269) reports three cases of hematocolpos, 
with deductions as to the chemical composition of the menstrual discharge and the 
cause of its normal non-coagulability; the acidity of the vaginal secretion; and, the 
character of the obstructing membrane, with its bearings on the development of the 
vagina. An histological examination of the fluid was made in each case, and 
bacteriological and chemical examinations were made in two. The fluid was 
invariably sterile. As to the chemical composition, in one case mucin formed 80 per 
cent. of the solid contents, in the other 33 per cent. Hematin was absent; the 
protein content was the same as that of normal blood; neither fibrin-ferment nor 
fibrinogen was to be detected, which is a fact of considerable importance, as it 
accounts for the non-coagulability of normal menstrual blood. Lactic acid was 
present in considerable amount; its formation was not due to the vaginal bacillus, 
for this organism, though sought, was not found. It was probably derived from the 
decomposition of enzymes without the intervention of bacteria. The amount of 
calcium was double that found in normal systemic human blood. 

The histological examination of the membrane from one case gave results of much 
interest. The outer surface was covered with stratified squamous epithelium ; on the 
inner surface the lining epithelium consisted of columnar epithelium which dipped 
down and formed glands in several places, though there were also patches of 
squamous, which merged with the columnar, epithelium. 

The obstructing membrane in cases of hematocolpos is usually formed by the 
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lower end of the vagina, and this admixture of squamous and columnar epithelium 
may be explained by assuming that, in this particular case, the lower end of the 
vagina was formed by Miillerian down-growths and not from the urogenital sinus. 
In such a mode of development the vagina would be more liable to obstruction than 
if its lower third was formed from the urogenital sinus. 

Blair Bell draws the following conclusions :—(1) Hematometra rarely occurs with 
hzematocolpos, and can only be a very late complication. (2) The non-coagulability 
of menstrual blood is due to the removal of fibrin-ferment and fibrinogen, probably 
effected by the endometrium. (3) The lactic acid present is not produced by bacteria. 
(4) The calcium content of menstrual discharge is very high. (5) The vagina is for 
the most part developed from the Miillerian ducts, and its lining epithelium may 
therefore occasionally be of a columnar type, and glands may be present. E. H. 


Six Cases of “Utriculoplasty” for Uterine Hemorrhage, one of 
which was followed by Pregnancy and Labour. 

Victor Bonney (Lancet, May 18 1911, p. 1266) has given the term “utriculo- 
plasty” to excision of a wedge-shaped piece of the whole thickness of the uterine 
wall, having its base at the fundus and its apex at or near the internal os. The 
operation was first described by Howard Kelly, who performed it as an alternative 
to hysterectomy for the treatment of those cases of severe uterine hemorrhage, 
unaccompanied by gross changes in the uterus and variously termed “ hemorrhagic 
metritis,” “fibrotic metritis”; Kelly named the operation “vertical resection.” 
Bonney has performed the operation on six patients, and is well satisfied with the 
results; the excessive hemorrhage was in all cases cured, while the menstrual 
function was preserved. He first describes the details of the operation, and then 
gives the clinical history of his patients. One patient became pregnant within four 
months of the operation and passed successfully through pregnancy and a full-term 
labour. In another case, the uterus was the seat of small multiple fibromyomata, 
the majority of which were included in the excised wedge, whilst the remainder were 
enucleated. 

To estimate the value of the operation it is necessary to compare it with the 
alternative operation of hysterectomy. This comparison may be made under three 
headings—(1) maintenance of the menstrual function; (2) possibility of pregnancy ; 
(3) relative risks of the two operations. Utriculoplasty is less risky than hysterectomy. 
It appears preferable to hysterectomy when the patient is still of child-bearing age 
and the cervix is reasonably healthy, and especially if the patient herself objects 
to an enforced abolition of the menses. In the reverse of these conditions 
removal of the uterus is the more suitable operation. In the event of pregnancy 
following urticuloplasty, Bonney thinks it would be desirable to induce labour some 
weeks in advance in order to lighten the work of the uterus. E. H. 


Abdominal Myomectomy. 

W. J. Mayo (Surgery, Gynecology and Obstetrics, February, 1911) strongly 
advocates myomectomy for fibroids occurring in women between 20 and 30 years of 
age. After 40 years, hysterectomy is generally advisable, whereas between the ages 
of 30 and 40 each case must be judged on its own merits and the wishes of the 
individual patient should be an important factor in deciding the question of the 
type of operation. The most serious objection urged against myomectomy is the 
increased mortality of the operation itself, from hemorrhage, sepsis and other 
complications. But at the Mayo Clinic, in the last 10 years, only one death has 
occurred in a consecutive series of 157 abdominal myomectomies. All dead space 
must be obliterated by a continuous catgut suture. Sutures must be tied just tight 
enough to coapt the tissues and stop hemorrhage, and not tight enough to blanch 
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the tissues. This valuable advice is attributed to Ochsner. The tip of the great 
omentum is sometimes used as a compression pad against oozing points in the 
suture line. Should the uterine cavity be opened, thickened endometrium can be 
easily curetted away under direct inspection. In this way, in several cases, Mayo 
has saved a uterus which was bleeding seriously from a polypus, which could 
not be, or at least had not been removed by several curettings. Artificial drainage 
downward through the cervix should, if possible, be avoided. The danger of 
overlooking small myomata, which later may necessitate a second operation, cannot 
be eliminated. It occurred twice in the series of cases. Mayo also records the 
results of other methods of treating fibroids employed during the years 1901 to 1910: 
66 cases of total abdominal hysterectomy with 2 deaths (3 per cent.); 900 cases 
of supravaginal hysterectomy, with 23 deaths (2°5 per cent); 77 cases of vaginal 
hysterectomy, with 2 deaths (2°6 per cent.) ; 50 cases of vaginal myomectomy, with 
2 deaths (4 per cent-). The paper contains illustrations of a case (a virgin of 22) 
in which Mayo was able to remove a myoma of the cervix, larger than a grape fruit, 
which was impacted in the pelvis and necessitated the removal of the cervical canal 
from a point just below the internal os to a point just above the vagina. The ends 
were successfully sutured together, and the patient now menstruates regularly and 
painlessly. 


Carcinoma of the Cervix and Body of the Uterus: Bilateral 
Double Ureter: Wertheim’s Operation. 

Amann (Monatsschr. f. Geb. u. Gyndk., February 1911) recently exhibited at a 
meeting of the Munich Gynecological Society a uterus with the upper part of the 
vagina removed for malignant disease somewhat advanced as it involved the entire 
anterior wall and the upper portion of the cervical canal. The parametrium was 
infiltrated and many glands infected. The operation was rendered difficult by an 
unusual complication. The patient, aged 37, was sterile. Menorrhagia had been 
present for three years, sanious watery discharge for twelve months and free 
hemorrhages for a fortnight. For nearly a year the patient complained of burning 
pain during micturition, without any other evidence of disease of the urinary tract. 
The vaginal portion of the cervix was uniformly smooth, but broken-down masses 
could be felt in the cervical canal. When the abdominal cavity was opened, a small 
thin-walled cyst was found loose in the peritoneal cavity and traced to a racemose 
cystic tumour, partly retrocecal, above the right ovary. Amann ascribed its origin 
to an accessory ovary; it was not cancerous. The diseased uterus was dissected up 
and the vagina clamped. When in the course of the dissection the ureters were 
exposed, it was found that they were both double to within three-quarters of an inch 
of their vesical end. They ran parallel to each other, the pair were very 
symmetrical on the right side, while on the left the innermost was the larger. 
The inner inguinal, iliac and sacral glands were shelled out and the two double 
ureters set free; this dissection was difficult as they ran through infiltrated para- 
metrium. After the uterus and adjacent vagina were removed the ureters, which 
hung free and loose in the pelvic cavity, were treated after Amann’s method, being 
placed against the pelvic wall, the peritoneal investment of the bladder being united 
to the anterior wall of the vagina. The posterior wall of the vagina was opened 
longitudinally with the cautery, to allow of efficient drainage. Lastly, the peritoneum 
was brought down along the side of the pelvis, and the upper part of the rectum and 
sigmoid fixed to the back of the bladder. The patient during convalescence had no 
urinary or any other complications, A.D. 


Carcinoma of the Cervical Stump after Supravaginal Amputa- 
tion of Myomatous Uteri. 


Exter (Zentralb. f. Gyn., 1911, No. 8) has found 42 cases of stump carcinoma in 
the literature, and states that several operators, on account of this, now always 
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perform total extirpation. He gives details of another case which occurred in his 
practice. Supravaginal amputation was performed on this patient in Oct. 1906; in 
Oct. 1910 she returned with carcinoma of the cervix, the symptoms having been 
present for three months only. The stump was removed by the abdominal route, 
when the parametrium and pelvic glands were found completely free from growth. 
He does not consider this carcinoma to be in any way due to the original tumour, 
as this was thoroughly examined after the first operation, and, moreover, the patient 
was without symptoms for 33 years. He also does not believe in Uhl’s theory that 
it is a scar carcinoma, as this occurred over the external os, well away from 
the scar. In his opinion this carcinoma arose quite independently of the vaginal 
myoma and also of the operation necessitated by this condition. W.F.S. 


Treatment of Inoperable Cancer of the Cervix. 

Patmer Finpiey (Journ. Amer. Med. Assoc-, 1911, vol. lvi, p. 1174).—In this 
paper some striking results are referred to in cases of inoperable carcinoma of the 
cervix which have been treated by the cautery. Some patients having lived as long as 
twenty-one years after repeated local applications. In the cases quoted it appears 
that the cautery might be used more frequently and more extensively in the inoperable 
cases than it is at present. The acetone treatment of Dr. George Gellhorn which has 
been previously described in these abstracts, is also described, and finds considerable 
favour with the author. CoN: 


The Ovaries of New-born Children. 

Detestre (Ann. de Gyn. et d'Obstét., April 1911), in an excellent article, gives 
us the results of his researches on this subject. The ovary may be divided into three 
zones; they are: the germinal epithelium, an area containing ova and connective 
tissue, and, internally the vascular hilum. The germinal epithelium form Pfliger’s 
columns which get cut off from the surface epithelium and divide into primordial ova, 
and these, when surrounded by epithelial cells, form the primordial follicle. These 
follicles should increase in size by multiplication of the epithelial cells and the 
accumulation of liquor folliculi, but in the infant they usually atrophy before this 
happens. The ovum-bearing part of the ovary may be divided into areas according to 
the development of the ova which it bears; thus near the surface is the zone of 
Pfliiger’s columns; deeper in, the primordal ova are found, and most internal the 
zone of the follicles, 

Delestre has found that these elements predominate in different ovaries, and in his 
research has divided his 50 cases into three classes—fetal, intermediate and adult. 
In the fetal type the ovum-bearing zone is made up almost entirely of Pfliger’s 
columns and both primordial ova and follicles are rare. In the intermediate type 
primordial ova predominate, while in the adult type the follicles are present in 
large numbers. The arrangement of the connective-tissue also is different; in the 
foetal type it forms a fine mesh all over the section; in the intermediate type 
the layers of connective-tissue are thicker, and an especially thick layer is found 
under the germinal epithelium. In the adult type this subepithelial layer is still 
more marked and is comparable with the tunica albuginea of the testis; the 
connective-tissue is also much more abundant everywhere. 

Delestre has found Graaffian follicles in 4 out of 50 ovaries examined; this is 
contrary to the reports of earlier investigators who regard their presence as quite 
exceptional. In the foetus he has never seen maturation of the follicle. The 
existence of a membrana propria between the membrana granulosa and the theca 
interna is confirmed and its connective-tissue origin insisted on. Wendeler, in a 
recent investigation, denied its existence, and Slawianski concluded that it was 
formed of endothelium. 
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When the follicle begins to atrophy the first change takes place in the membrana 
granulosa where chromotolysis takes place and the protoplasm dissolves in the 
liquor folliculi. The cells of the discus proligerus are the last to be affected. 
Delestre has frequently found small follicular cysts present, but does not think 
they are of importance as the rule is for all the fcetal follicles to atrophy sooner or 
later. 

Cystic foetal ovaries rarely show Pfliiger’s columns; the primordial follicles, as a 
tule, extend up to the germinal epithelium. 

References to the literature are given at the end of the article, which is well 
illustrated. Cc. W. 


Ovarian Cytotoxins 
Dette Curate (Revue de Gyn., April 1911) publishes a long article on ovarian 

cytotoxins and allied bodies. He gives an account of his own experiments, and gives 

the previous work on the subject. His most important conclusions are :— 
1. Defibrinated blood from an ovariotomized dog or even from a normal dog, 

when injected into another dog causes fatty degeneration of the ovarian follicles. i 
2. Its own blood will also produce similar changes. 
3. Similar but less marked changes are also found in the liver and kidney. 

4. The parts of the ovary not easily affected are the ova themselves. C. W. 


Progressive Pregnancy in the Rudimentary Horn of a Uterus 
Unicornis. 

ABULADSE-KiEw (Volkmann’s Samml., No. 614, 1911), devotes an article to the chief 
points in the diagnosis of this condition, and concludes that it is not specially 
difficult in the early stages. In his own case, at the 3rd month, the patient had 
been seen by several gynecologists, who diagnosed extrauterine pregnancy, Abuladse 
himself diagnosed pregnancy complicated by an ovarian cyst. The essential points 
are the absence of pain and of tenderness and the marked mobility: of the tumour. 
In Abuladse’s case the horn was separated from the uterine body by a solid cord 
of fibrous tissue 4cm. long, so that impregnation must have taken place through 
the tube on the opposite side. There was a corpus luteum only on the pregnant side. 
Expectant treatment is recommended if the patient can be kept under close observa- 
tion, as it may be pessible to get a living child at term by a suitable operation as the 
horn is less likely to rupture than is a tube. The palpation of the round ligament, in 
the living subject, to distinguish the anatomical position of the foetus, is not 
possible, E. H. L. O. 


Case of Sterility Cured in a Woman aged 50. 

Cuartes C, Norris (Journ. Amer. Med. Assoc., 1911, vol. lvi, p. 1190).—The 
patient was fifty years old. She was distinctly well preserved and gave the 
impression of being at least five or six years younger than her real age. There were 
no signs of the onset of the menopause. She was married when she was 21 years old, 
and again at 36. On two occasions the uterus had been dilated and curetted. She 
had always desired children, and had never taken any means to prevent conception, 
On examination the cervix was found longer than usual, and extended for at least 
one and a half inches into the vagina. The external os was small, the uterus was 
normal in size, position, shape and consistence. Ten days before a menstrual period 
the uterus was again dilated. A Wylie drain was inserted and the vagina lightly 
packed with gauze to keep the drain in position. (The Wylie drain is a form of 
stem pessary made from hard rubber, and is about 5°5 centimetres in length. Along 
the edge of the stem is a groove. The diameters of the stems vary from 4 to 
8 millimetres.) 
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The period, which was due ten days after the operation, was delayed for five days, 
The Wylie drain was allowed to remain in place for four weeks. The next period. 
did not appear, and a month or six weeks later a positive diagnosis of pregnancy was 
possible. Subsequently the patient was delivered easily of a living child weighing 
eight pounds, CoN. 


The Sterilization of Woman, 

Srotz, Graz (Volkmann’s Samml., 1911, No. 615, 616), in this double mumber 
discusses this subject at length, in connection with the indications for treatment 
and the means of carrying it out. Authors and operators are quoted in too great 
profusion for the possibilities of an abstract, and the bibliography runs to 265 
references. Among the indications given are extreme degrees of pelvic contraction, 
though it is left to the operator to determine whether this should be advised at a 
first Cesarean section. Some forms of disease of the heart and tuberculosis of the 
lungs are discussed as possible indications, but in the tuberculous class the tendency 
of recent writers is less in the direction of sterilization than formerly. Some of the 
opinions quoted seem far-fetched, as those suggesting sterilization before operations on 
the pelvic floor lest a succeeding labour should tear the scars 

Various methods of operation are discussed and described ; cutting a wedge out of 
the uterus at the tubal insertion, cutting out pieces of the tube and covering the 
ends with peritoneum, sinking the fimbriated extremity in a split in the broad 
ligament and operations involving removal of the ovaries or of the uterus are among 
those mentioned, along with a considerable number of operations that have been 
followed by pregnancy. Some of these were performed vaginally. Menge’s 
operation of bringing the tubes into the inguinal canals is among those recommended. 

Temporary methods are mentioned, such as that of covering the ostium tube with 
peritoneum, but it is difficult to find an operation at once certain of fulfilling its 
purpose and yet capable of being undone when required. 

Uterine sterilization by such means as atmokausis is described and failures are 
noted; it is recommended only in cases of hemophilia or in cases where it is 
essential to arrest hemorrhage without risking a cutting operation. 

Castration is recommended for the class of cases where it is desired to get rid 
of the physiological effects of the ovaries, as in cases of uterine fibroid and osteo- 
malacia. 

In the same classes as are mentioned under castration Réntgen rays may be used 
and in cases of general diseases, such as hremophilia and diabetes, where operations 
are impracticable. Experimental observations with the x-rays are described at some 
length. KE. H. L. O. 


Is Eclampsia an Anaphylactic Manifestation. 


FELLANDER (Zeitschr. fiir Geb. und Gyn., Bd. lviii, Heft 1) points out that the 
anaphylactic theory is a natural outcome of the discoveries of Schmorl, Lubarsch and 
others as to the migration of chorionic elements into the blood. He first reviews the 
work of Rosenau and Anderson who originally threw out the suggestion. He refers 
to the work of several other authors, Lockemann and Thies, Friedberger, and Gozony 
and Wiesinger. The latter succeeded in producing passive anaphylaxis in a guinea- 
pig by the injection of blood serum of an eclamptic patient followed two days later 
by an injection of the liquor amnii from the same patient. Weichardt regards 
eclampsia as a symptom-complex of an anaphylactic nature. He believes that the 
chorionic elements in the blood may undergo cytolysis, and set free an endotoxine 
which may be the supersensitizing factor. Friedemann has also expressed himself 
as supporting the view that eclampsia may be anaphylactic in nature. 
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Fellinder’s own experiments are recorded in ten groups. In the first group he 
performed fourteen experiments with placental extract of guinea-pigs, the injections 
being made into guinea-pigs, the first injection subcutaneous, the second intra- 
peritoneal, intracardiac or intravenous. In no case were any anaphylactic symptoms 
observed to follow. In the second group he employed in both injections the blood 
serum of foetal guinea-pigs. Eight such experiments gave entirely negative results. 
In the third group he employed the milk of guinea-pigs, the second injections being 
made after intervals of from 21 to 39 days. The results were entirely negative. 
In the fourth group he injected three guinea-pigs with guinea-pig placental extract, 
followed 32 days later by injections of foetal guinea-pig blood serum. The results 
were entirely negative. In the fifth group three experiments were made with 
guinea-pig placental extract followed by guinea-pig milk. Again the results were 
negative. In the sixth group he used the blood serum of foetal guinea-pigs followed 
by guinea-pig milk. The results were again negative. In the seventh group he 
employed as a first injection the blood serum of a patient with eclampsia, taken after 
the patient had had several fits. This was followed at intervals of one or two days 
by injections of liquor amnii intravenously. In six cases there were no positive 
results. In the eighth group he made cne experiment with the eclamptic serum, 
followed by a second injection after two days of human placental extract. The result 
of this was immediate convulsions, and death after fifteen minutes. This, however, 
for various reasons, the author does not regard as an anaphylactic phenomenon. In 
the ninth group he used eclamptic serum followed by human placental extract which 
had been inactivated by being exposed for one hour to a temperature of 58—60°C. 
The results in these cases were again negative. Lastly, he employed intraperitoneal 
injections of human placental extract followed by intravenous injections of the 
same juice fourteen days later. In each case he got anaphylactic symptoms— 
convulsions, dyspnea and death. The author concludes that his observations on 
guinea-pigs fail to give any support to the assumption that eclampsia is an anaphylactic 
process associated with proteins either from the foetus, placenta, or liquor amnii. 

R, W. J. 


Protection of the Perineum and a new method of Episiotomy. 

Herricu Bayer (Gynckologische Rundschau, v. Jahrg., 6 Heft).—The writer 
refers to the usual procedures to be adopted in preventing a laceration of the 
perineum during breech, forceps and spontaneous labours in ordinary head cases. 
With regard to the latter, the lateral position, pressure of the head upwards, pushing 
of the anterior commissure over the hinder part of the head into the nape of the 
neck, may be employed. Many obstetricians, in addition, recommend that the 
perineum be pulled cautiously over the forehead of the child. The writer does 
exactly the opposite. With the flat hand he presses the perineum forwards, in this 
way supporting the stretched-out perineal edge. ; 

Where episiotomy is necessary a unilateral or bilateral incisicn may be employed 
running obliquely towards the corresponding tuber ischii. These lateral incisions, 
however, must be sutured and occasionally produce troublesome scars. It is better 
to use the median incision recommended by Kistner and the writer. This method is 
better where sutures are used, and it is more favourable for healing without suture, 
whilst it protects the vagina from laceration in a striking manner. 

For some time the writer has used another method with advantage. This consists 
in incising the hymen on one or both sides down fo its base. By this means there is 
prevented the triangular raw surface which is often seen after the birth and when 
the perineum seemed to have escaped laceration. This the author believes is due to 
the fact that the hymen, and not the perineum proper, is the narrowest part of the 
outlet of the soft parts, and is apt to give way during the birth of the head behind 
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the so-called perineal edge, producing a triangular surface which extends up to the 


columna rugarum. By adopting the procedure mentioned above in suitable cases the 
author has been able to prevent this injury. A fan 


Retention and Separation of the Placenta. 

Dempwotrr, Rodemachern in Lorraine (Volkmann’s Samml., 1911, No. 618, 619), 
draws special attention to the value of Strassmann’s sign as an indication of the 
time at which the placenta should be removed. By carefully watching for this sign 
the practitioner will avoid much trouble in the third stage of labour and will reduce 
the number of retained and “adherent” placentas at his confinements. Strassmann 
maintains that when the umbilical cord has been properly tied the arteries contract 
while the vein remains tensely filled with blood. A wave of fluctuation can easily be 
made to travel from the fundus to the ligatured end of the cord. The lightest tap on 
the fundus is sufficient, and firmer pressure increases the tension down the cord to 
such a degree as to cause it to rotate spirally if the end be left hanging free. A 
similar condition is produced by injection of the vein. 

This tense condition of the vein continues so long as the placenta is in close 
relation to the uterus, and while this is maintained there is a connection between the 
blood pressures in the mother’s circulation and in the placenta, as the two blood 
streams are in close apposition, being merely separated by the epithelium of the 
chorionic villi. According to Dempwolff this phenomena of fluctuation disappears 
gradually, pari passu with the separation of the placenta. Strassmann’s observations 
were made on many hundreds of cases. Dempwolff set himself to verify them by 
clinical experiments of his own. In most of the cases the result was controlled by 
the possibility of expressing the placenta by Credé’s method: on account of the 
danger of sepsis internal examination was restricted to a few selected cases. Full 
details, with observations every five minutes, are given of twelve cases. The 
minimum light pressure required must vary with the fatness and thickness of the 
abdominal walls, with the amount of separation of the recti and so on, so that a 
standard of initial pressure must be made by the observer for each case. It is to be 
noted that cases vary so much that no standard time can be assumed, but the 
phenomenon is a constant one; that is to say, if the fluctuation cannot be obtained 
after the birth of the child, then the placenta is already separated. In this 
Dempwolff differs with Strassmann, who says it may be only partially separated. He 
is of opinion that normally the placenta does not begin to separat> with the expulsive 
pains of the second stage but becomes loosened only in the third stage. The length 
of time taken in various classes of cases is discussed ; for example, separation takes 
place early in cases of twins, of hydramnios and of precipitate labour. Dempwolff 
thinks that expulsion of the placenta by Credé’s method should not be employed till 
half an hour after the disappearance of the phenomena. E. H. L. 0. 


The Surgical Treatment of Placenta Previa. 

CovvetatrE (Ann. de Gyn. et d’Obstét., April 1911) discusses the surgical 
treatment of this condition by Cesarean section which is advocated, in all cases where 
the child is viable and alive and the mother not exsanguined, by both Krénig and 
Selheim. 

Krénig was driven to adopt this treatment by the high maternal mortality in cases 
treated by version; thus out of 24 cases in good general condition he lost 5, a 
mortality of 20 per cent., but has since performed abdominal section with success 
in 23 cases, 

Couvelaire points out that Krénig’s 20 per cent. mortality is too high, excluding 
cases admitted moribund, the maternal mortality in the Baudelocque Hospital is 
32 per cent, in cases treated per vaginam by the usual methods. Regarding the 
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infant mortality, he gives details of 82 cases treated by de Ribes’s bag. Of these, 
only 17 children left the Hospital alive, but he points out that the mortality is 
largely dependant on the maturity of the child; thus of 17 infants weighing under 
2 kilogrammes only two survived, whereas of 19 which weighed over 3 kilogrammes 
10 survived; this point should be taken into consideration when comparing results 
with those obtained by Czsarean section where the infants are nearly all mature. 
Couvelaire thinks that besides abnormal coexisting conditions, such as fibroids or 
contracted pelvis, the cases suitable for treatment by abdominal section are elderly 
primipare and women who have deep cervical tears which may easily extend into 
the lower uterine segment during dilatation by a hydrostatic bag. Neglected cases 
may be treated rapidly and efficiently by Porro’s operation. C. W. 


Treatment of Puerperal Fever with Intravenous Injection of 
Corrosive Sublimate. 

Hissy (Gynekologische Rundschau, v. Jahrg., 8 Heft).—Intravenous injec- 
tion of sublimate for puerperal fever was first employed by Kéymarszky of Budapest 
in 1894. It remained unnoticed til] 1909 when Kéymarszky’s assistant Barcény 
reported a number of cases. 

The writer reports 16 cases, most of which were of a very serious nature. Whilst 
such a small number does not permit of amy definite conclusions, it reveals some 
points of interest and importance. 

In all the patients the injection of the sublimate was followed by a speedy effect 
on the subjective symptoms: headache, vomiting and dyspnoea, which were present 
in most cases, quickly disappeared. In several of the patients an elevation of the 
temperature, shiverings, rapidity of the pulse, etc., gradually subsided under the 
treatment. Out of the series 4 died. 

In controlling the treatment a bacteriological examination of the blood is of the 
greatest importance. The author records evidence to show the benefits derived from 
the drug in cases of bacterial blood infection. In cases of pure lymph infection the 
effects are absent, because the germicidal influence is possible only when the 
organisms are circulating in the blood. When the sublimate diffuses into the tissues 
dissociation with the formation of innocuous compounds robs the drug of its efficacy. 
In cases of local infection the treatment is prophylactic, in that it prevents a fatal 
result if, as is apt to happen at any time, the organisms leak into the blood. 

As regards the technique, the author states that great difficulty is often 
encountered in finding a vein. One can only be certain that the needle of the syringe 
is in the vein when blood escapes along it or when blood is drawn out by aspiration. 
In most cases the first injection is easy. A peri-venous infiltration and thickening of 
the tissues is, however, apt to make the subsequent injections more difficult. 

The amount of the drug injected varies with different cases from 2 mg. to 9 mg. 
per diem. 

The author has seen little evidence of toxic action of the drug. Slight diarrhea 
usually passes off without cessation of the treatment. Where there is bleeding from 
the bowel and tenesmus it should be suspended. Whilst severe kidney disease 
contraindicates its use, it may be employed with slight kidney involvement. J. Y. 


The Treatment of Stillbirth. 

AuLFELD (Zeitschr. f. Geb. und Gyn., Bd. |xviii, Hft. 1) publishes a long article 
on this subject, in which he resumes what is apparently an old controversy between 
himself and Schultze as to the merits of the latter’s well-known method of 
resuscitation. Professor Ahlfeld’s first point is that the usual classification of cases 
into Asphyxia livida and Asphyxia pallida is incorrect and unscientific, and not one 
suited to be the basis of treatment. Apparently a good deal of the disfavour into 
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which Schultze’s method has fallen in some parts of the Continent is due to its 
having been employed blindly and confidingly as a routine method without the actual 
cause of the condition having been previously ascertained. He emphasizes the 
necessity for individual diagnosis of each case as far as possible. His method of 
procedure appears to be as follows :—Every child born in a state of apparent death 
is at once separated from its mother by the division of the cord. The child is then 
placed in a hot bath, superficially cleansed if possible, and then placed in fresh warm 
water. All further observations are to be made with the child in a bath of a 
temperature of 38 to 40°C. These observations are directed to determining whether 
the child is living, dying or dead; whether it is normally developed, or is deformed 
or diseased ; whether it is premature ; and, whether it is likely to be easily resuscitated 
or is deeply asphyxiated. Further, this opportunity must be seized of ascertaining 
whether or not the air passages are clear, and the obstetrician will, from his 
knowledge of the labour and the appearance of the child, make up his mind as to the 
cause of the condition. If the air passages are obstructed they will be cleared first of 
all in the usual way with the finger and by inverting the child and gently slapping 
the chest and back. If this is not sufficient the child should be wrapped in a warm 
towel, placed on a tabie, and a flexible catheter passed into the trachea. By this 
means mucus, meconium, etc., may be removed. If this is not followed by inspiratory 
movements it must be supplemented by skin friction, the insufflation of air, Schultze’s 
method of resuscitation, and perhaps measures for stimulating the circulation, Ahlfeld 
finds sharp friction of the surface of the body with a warm towel of the greatest 
service. He also recommends at this stage direct insufflation by means of a catheter, 
and Schultze’s swinging method, although he believes that these measures produce 
better results upon the cardiac than upon the respiratory centre. Schultze’s swinging 
method is contraindicated in diseased, deformed, injured and premature children, as 
well as in cases where cerebral injury is regarded as the cause of the symptoms. 
In a few cases a small blood-letting is useful. R. W. J. 


Theses. 
(Referred to in Z’Obstétrique for Jan. 1911). 


Congenital Malaria. Laront. Ollier-Henry, Paris, 1910. The parasite passes to 
the foetus, especially that of the tertian and quartan agues. It often causes abortion, 
thus killing the foetus in its intrauterine stage. The disease may be latent 
and pass through its development in the child after birth. 

Depopulation and Neomalthusianism. Monty. Ollier-Henry, Paris, 1910, 

Statistics of the Lariboisiére Maternity for 1909. Garun. Jouve, Paris, 1911. 

The Difficulties of bringing down the anterior foot in breech cases. Desmarovx, 
Lyon, 1910. 

Pyometra in cancer of the uterine cervix. Brussrr. Lyon, 1910. 

Hemorrhage from the introduction of bougies to induce labour. Vur1LLeRMoz. 
Lyon, 1910. 

The after history of children born by induced labour through narrow pelves. 
Guisert. Lyon, 1910. Guibert followed cut 44 cases in Lyons, and for the most part 
the children had grown up strong and healthy. 

The condition of the appendages found during operations for hysteropexy. 
Mme. EtracnBerc. Montpellier. In most cases requiring this operation the adnexa 
are diseased and must be treated. 

Vaginal drainage. Matsmonp. Montpellier, 1910. After abdominal hysterectomy 
drainage through the cervix is recommended, 

Doyen’s operation for prolapse. Boyer. Montpellier, 1909. 
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Gynecological History at Montpellier. Masrravp, 1909. Notices of men of this 
school, as Gordon 1285, Rondelet 1560, Astruc, etc. 

Tuberculosis of the uterine appendages. Rives. Montpellier, 1909. 

Chemical testing of human milk by guaiacol. Rocuetre. Montpellier, 1909. 

Calcification of fibromata. Gasquet, Montpellier, 1909. 

-Extra-uterine pregnancy. Garanp. Montpellier, 1909. 

Dermal reaction in tuberculosis in sucklings. Mme. Duvat, Montpellier, 1910. 


Differential diagnosis of puerperal sepsis and enteric fever. Cxioson, Montpellier, 
1910. 


Protection of infant life. Guyarp, Montpellier, 1910. 

Puericulture in the working classes. Batata, Montpellier, 1910. 

Suppuration of fibromyomata. Bonrits, Montpellier, 1910. 

Bartholinitis. Granrer, Montpellier, 1910. 

Bossi’s dilator. Asou.ker, Montpellier, 1910. 

Peri-uterine edema. Cuaput, Montpellier, 1910. Thure Brand’s method recom- 
mended. 

Momburg’s method of hemostasis. LomBarpon Cacuet DE Montezan. Based on 
121 personal observations. Montpellier, 1910. 

Hysterectomy in salpingo-ovaritis. Bravmettr Montpellier, 1910. 


Primary tumours of the tubes. Bourrety, Montpellier, 1910. A complete state- 
ment of present knowledge, 


Pseudo-hermaphrodism. Contetyec- Montpellier, 1910. 


Placental extract as a galactogogue. Rogues. Montpellier, 1910. Has no effect. 
Vulvo-vaginitis in little girls. CHarBonNex. Montpellier, 1910. 
Giant foetuses. Boso. Montpellier, 1910. 


Delivery at term with rachitic pelvis. Asoas, Montpellier, 1910. A study of 
fifteen observations, 


Lesions of the appendages associated with fibromyomata. Branc. Montpellier, 
1910. E. H.L. O. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GyN&COLOGICAL SECTION. 
Meeting held April 6 1911, Dr. H. Macnaucuton-Jones (President) in the Chair. 


Dr. Arthur E. Giles showed a specimen of 
Hydatid of the Uterus. 


The patient had noticed for some time a swelling in the lower part of the abdomen, 
but she had neither pain nor discomfort from it; menstruation was regular and 
moderate, and she had felt perfectly well until the last month, when she suffered a 
good deal from nausea. On examination a rounded tumour was felt just above the 
pubes; on bimanual examination the swelling had the feeling of a soft tumour, the 
size of a foetal head, connected with the front and left side of the uterus, and a 
diagnosis was made of interstitial or subperitonea] fibroid. The patient was admitted 
to the hospital for operation. 

On opening the abdomen the tumour was found to arise from the anterior and 
left aspect of the body of the uterus. It felt cystic, and as some degenerating 
malignant condition was feared, panhysterectomy with removal of the appendages 
was performed. The patient had a smooth convalescence, and was quite well at the 
present time. 

The tumour had the form of a rounded cyst, bulging out of the anterior uterine 
wall, and more prominent on the left side. It was about 10cm. in diameter, it 
contained numerous daughter and grand-daughter cysts, and on microscopic 
examination the characteristic hooklets were found. The cyst was in the actual 
substance of the anterior uterine wall, the uterine tissue being considerably thinned 
out. 

Dr. Blacker asked whether the hydatid cysts projected more on the internal or 
the external surface of the uterus, and what did the actual covering of the cysts 
consist of? He thought it much more probable that they had burrowed into the 
uterine wall from without than from within, and in any case it was important that 
the nature of the tissue covering them should be described accurately. He had 
operated recently upon a very large abdominal hydatid cyst, closely resembling in 
its physical signs an ovarian cyst, for which it was mistaken. The tumour filled 
practically the whole abdomen, was attached to the under surface of the liver by a 
pedicle measuring about lin. in diameter, and contained some 3,000 secondary cysts. 
It was dissected away from the liver, and the raw surface cauterized, the patient 
making a good recovery. 

Mr. Targett referred to the recto-vesical hydatid cyst which often filled the 
pelvic cavity, and was formerly regarded as being within the peritoneal sac. But 
dissection had shown that the cyst was developed in the cellular tissue at the base 
of the bladder, and that the embryos were probably deposited from the pelvic veins. 
Similarly the uterus might become invaded by cysts from the base of the broad 
ligaments, or the embryos might be deposited from the uterine sinuses directly into 
the muscular substance. 

The President said that so far as he knew this was the first genuine case of 
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primary hydatid tumour of the uterus that had been recorded in this country. When 
de Vries reported his case in 1904 there had been but seven genuine cases recorded. 
The infection appeared to have come through the circulation, and not, as Freund 
contended, through the bowel. Hydatid tumours of the internal genitalia in women 
were very rare. He believed that Dr. Eden’s case of hydatid tumour of the Fallopian 
tube was the only one recorded in the United Kingdom, and Mr. Bland Sutton, in 
his most recent work, threw a doubt on the reality of most of the reported hydatid 
tumours of the ovary, believing them rather to occur in the mesometrium, as it did 
in that of the patient upon whom he (Mr. Bland Sutton) had operated. 
Dr. R. H. Paramore showed a specimen of 


Diffuse Fibroma of the Ovary which had undergone central degeneration 
with extravasation of blood. 

The tumour was removed from a single woman of 28. It was 5in. long, 4in. 
broad and 3in. thick. Its surface, except for some adhesions, was smooth: its 
substance was firm but not hard. On section, it was found to have a white cortex, 
about #in. thick, and a central part consisting of cystic spaces of various shapes 
and sizes formed by delicate trabeculae. The spaces contained apparently unaltered 
blood. 

On microscopical section, the cortex was seen to consist of a cellular connective 
tissue. In its outer part the cells were delicate and small, their processes and 
nuclei disposed in planes concentric with that of the capsule; more internally the 
cells were more numerous, better developed, and more irregularly arranged, often 
radiating from centres, but they did not form dense interlacing bands; more 
internally still, the cells became sparser, as though teased apart by a swelling or 
liquefaction of the matrix. Many thin-walled vascular spaces existed in the outer 
part of the cortex, to which they were mainly confined; whilst numerous hyaline 
masses, often irregularly stellate in appearance, were seen scattered throughout the 
rest of the cortex, in which part the vascular supply was much less conspicuous. 
The innermost part of the tumour had undergone a marked degeneration, and blood 
had been extravasated into it. A section of the central part of the tumour showed 
that the trabecule forming the walls of the cyst-like spaces were devoid of endo- 
thelium, confirmatory of the degenerative nature of the blood extravasation. 

The patient made an uninterrupted recovery, and left the hospital twenty-three 
days after operation. 

Dr. G. Blacker read the notes of a case of 


Dermor Tumour or THE RicHT OvARyY REMOVED BY ABDOMINAL 
OvaRIOTOMY DURING LazBourR. 

The patient was a primipara, 31 years of age. Her last menstrual period had 
occurred on August 8, and she had quickened on December 8. Early in the morning 
of May 15 the membranes ruptured, and she had a few slight labour pains during 
the day. : 

When Dr. Blacker first saw the patient in consultation, he found the external 
os the size of a two-shilling piece, the cervical canal almost entirely taken up and 
the membranes ruptured. There was a tense elastic swelling in Douglas’s pouch, 
flattened in its antero-posterior diameter, and pushing the cervix forwards against 
the symphysis pubis. The tumour appeared to be about the size of two fists, and 
the head of the child could be felt lying above it in the pelvic brim. The patient 
was having pains at infrequent intervals. A diagnosis of an ovarian cyst, probably 
a dermoid, was made, and the patient was admitted into the hospital for treatment. 
On admission her general condition was found to be very good, and the fetal 
heart-sounds could be heard, regular in rhythm and of normal frequency. 

As attempts to push up the tumour both with and without an anesthetic failed— 
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no attempt, however, was made with the patient in the Trendelenburg position—it 
was decided to perform abdominal ovariotomy. The question of removing the tumour 
by the vagina was considered, but as labour had begun he decided against this route 
on account of the difficulty of reaching and tying the pedicle securely, and the 
danger of the ligature slipping and hemorrhage occurring during the birth of the 
child. The abdomen was therefore opened and an attempt was made to draw the 
tumour out of the pelvis, where it was wedged tightly in the hollow of the sacrum 
behind the cervix. This, however, failed completely, and the incision was therefore 
prolonged up above the umbilicus, and the uterus turned out of the abdomen. The 
tumour was now drawn up easily, and found to be a dermoid tumour of the right 
ovary, with the pedicle twisted anti-clockwise through 180°, when regarded from 
the posterior aspect. The pedicle was tied in two portions with silk, and the vessels 
again tied separately. The abdomen was closed with through-and-through silkworm- 
gut sutures, silk sutures for the fascia and the fat, and a continuous horsehair 
suture for the skin. After the dressings had been applied the patient was put up 
into the lithotomy position, and the cervix, now the size of half-a-crown piece, 
dilated with Bossi’s dilator up to 3in. in diameter. An attempt was made to 
introduce a Champetier de Ribes’ bag, but as this proved very difficult, owing to the 
fact that the liquor amnii had nearly all drained away, and the uterus was contracted 
tightly on to the child, the attempt was not persisted in, and the patient was put 
back to bed, having been under the anesthetic for seventy-fiva minutes. 

Some little time after there was a free loss of blood from the vagina. At 2p.m. 
her condition was good, but she complained of abdominal pain and pain in the 
back, and was much troubled with vomiting. At 8p.m. labour pains were occurring 
every few minutes, and at 9p.m., as the cervix was fully dilated, chloroform and 
alcohol were administered, and the patient delivered with forceps of a male child 
weighing 6lb. 80z. and measuring 19}in. in length. The birth of the child took 
place twenty hours after the operation and thirty-six hours after the rupture of 
the membranes. The child was born in a condition of extreme asphyxia, but was 
revived. The patient made an uninterrupted recovery. 

The tumour removed was a dermoid of the right ovary, measuring llem. by 
12cm., consisting mainly of two loculi, and containing the typical cheesy contents 
of a dermoid cyst and a quantity of short hair, light brown in colour. 

Cases in which abdominal ovariotomy has been performed during labour and the 
child delivered through the natural passages are still very few in number. 

The present case illustrated the fact that, provided the condition of the mother 
and of the child remained good, the patients might be left for many hours, even 
after rupture of the membranes, for complete dilatation of the cervix to occur 
spontaneously. As soon as this had been completed, however, the child should be 
delivered by forceps or version, and, if there were any indications that the life of 
the child was in danger at the time of the operation, the cervix should be dilated 
rapidly and immediate delivery carried out. 

The treatment of this condition by Cesarean section could be necessary only in 
a very small percentage of the cases, and presented no advantages over the delivery 
of the child by the vagina after the tumour had been removed either by the vagina 
or preferably by the abdomen. 

Dr. John D. Malcolm read notes of a case of 


An Ovarian Tumour osstructinc Detivery AND Fixep sy Sucrion 
IN THE PELvIs. 

The patient was aged 31. The tumour filled the pelvis, leaving just room to 
pass the fingers through the vagina. The os uteri, which appeared to be already 
fully relaxed, lay above the obstruction and the head presented. The membranes 
were unruptured. Pains were frequent, but delivery per vaginam was impossible 
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unless the tumour collapsed or was removed. The abdomen was opened some two 
hours after the complication was discovered. 

The growth had a broad vascular pedicle on the left side, under which a finger 
could be passed between it and the neck of the womb. It was possible to push the 
cervix uteri containing the child’s head on to the right iliac fossa so as to allow 
sufficient space for the tumour to pass, but the latter closely fitted the pouch of 
Douglas, and although it could be rotated in any direction so freely that it was 
obviously not adherent, although its upper part could be grasped and although the 
fingers could be swept all round it to a considerable depth, yet prolonged efforts to 
draw it out of the pelvis failed. It did not seem likely that turning the uterus out 
of the abdomen would make removal easier or that pushing from below would help, 
but it appeared that the difficulty was chiefly due to suction. A cannula was there- 
fore introduced along the side of the pelvis into the lower part of the peritoneal 
sac and then traction easily brought the tumour forward, its displacement being 
accompanied by a gurgling of air through the tube. The pedicle was secured in 
several pieces and a smaller cystoma of the right ovary was also removed from high 
up in the abdomen. 

After the incision was closed the membranes were ruptured and the living child 
was delivered by forceps whilst the patient was still anesthetized. The abdominal 
wound healed by first intention. 

The pelvic tumour measured about 6in. by 44in. The other was about 24in. in 
its longest diameter. Both were cystic and the larger contained a mass of hair in 
one of its cavities. 

In this case the need for delivery was so urgent, and the tumour seemed so 
jammed in the pelvis, that it was not thought wise to attempt to remove the 
obstruction except by operation. The idea of performing a vaginal section was at 
once dismissed, because the mass seemed so hard that it might have been solid, and, 
of course, if it was ovarian, the pedicle was necessarily in the abdomen. The fixation 
of the growth by the suction created by its accurate fitting of the pelvis was the 
only difficulty, and this was likely to exist whenever a tumour filled the pouch of 
Douglas during labour, because the broad ligaments and the neck of the womb made 
an elongated narrow passage through which the obstructing body must be withdrawn. 

Dr. Arthur Giles related the following instance of ovariotomy during labour. 
The patient, who was of an enormous size, was sent by her doctor to a general 
hospital, where the opinion was expressed that the condition was one of either 
hydramnios or ascites, and on the supposition that it might be the former it was 
suggested that her doctor should puncture the membranes. He did this, but there 
was practically no resulting difference in the distension. When Dr. Giles saw her 
the uterus was fairly defined towards the left side of the abdomen, and a diagnosis 
of large ovarian cyst was made. At this time the os was commencing to dilate, and 
the patient was evidently in labour. He thought it would be dangerous to let her 
go through the labour with this enormous tumour present, and he arranged for her 
to be transferred to the Chelsea Hospital for Women. The operation was performed 
two hours later, at 8p.m. By an incision extending from the ensiform cartilage to 
the pubes a multilocular ovarian cyst weighing 31]lb. was removed entire. Natural 
delivery occurred at 2a.m., five and a half hours after the completion of the 
operation. The mother made an uneventful recovery, and she and the baby are 
now both well, the child being a year and a half old. 


Dr. Tate was of opinion that in cases of obstruction during labour by ovarian 
tumours it was an advantage to postpone operative interference, if the symptoms 
were not urgent, till the os uteri was fully dilated. By this practice, after removal 
of the tumour by abdominal section, the child could be delivered by forceps, and 
the abdominal wound then sewn up, which was much more easily and satisfactorily 
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done after the evacuation of the uterus. 
Manner with very satisfactory results. 


Dr. Amand Routh was glad these two cases of ovariotomy during labour had been 
brought forward. Influenced by the teaching of Sir John Williams, he had always 
held that Cesarean section under such circumstances was hardly ever justifiable, yet 
in the 1,282 cases of that operation collected by him there were twenty-eight 
instances of Cesarean section preceding the ovariotomy. He instanced a case where 
he had been able to dilate the cervix and “express” the child with the other hand 
with remarkable ease during a laparotomy performed by Mr. Marmaduke Sheild for 
diffuse purulent peritonitis of appendix origin. Such “expression” after the ovario- 
tomy might facilitate labour before the abdomen was closed. 


Dr. C. Hubert Roberts was much interested in both these cases, as he himself 
had a very similar one under his care at the present moment at the Samaritan Free 
Hospital for Women. It occurred in a woman, aged 29, who was admitted on March 
10, 1911, in labour, which was obstructed by an ovarian tumour. Her previous 
obstetric history was curious, and one of the chief factors of interest. She had 
been married six years. Ten months after marriage she was delivered by craniotomy 
at full term with very great difficulty, the case being taken to be one of deformed 
pelvis. Two and a half years after she again became pregnant, and considering the 
former difficulties her doctor advised induction of premature labour at seven and a 
half months. The child was born alive, and lived. Her third pregnancy began 
about eight and a half months ago (dating from her admission on March 10, 1911). 
A tumour in Douglas’s pouch was very evident on vaginal examination as a soft 
elastic mass displacing the cervix and presenting part over to the right. It could 
not be pushed up at the time. It was decided to wait till the child was relatively 
more viable, and then to perform ovariotomy during pregnancy at about the thirty- 
sixth week, or even later. On March 10, 1911, the patient came into labour at about 
eight and a half months, and was urgently admitted to the hospital in a condition 
of obstructed labour. A cystic tumour was found, filling nearly the whole of the 
left side of the pelvic cavity; it was very tense, and semed firmly jammed down in 
front of the foetal head, which could be felt through the dilated cervix, displaced 
upwards, and to the right. The pains were very strong and frequent, and the 
patient in great distress. Mr. Malcolm and Dr. Lockyer saw the case in consultation, 
and an ovarian tumour obstructing labour was diagnosed. It was decided to perform 
ovariotomy at once, unless the tumour could be pushed up. After some difficulty in 
the inverted position, Dr. Roberts was able to push the swelling out of the pelvis, 
and a living child was very rapidly delivered without assistance. The patient made 
an uneventful recovery. The baby has also done well, being breast-fed. A week 
after delivery the patient was carefully examined, and the tumour on the left side 
could easily be felt above the brim, about the size of a goose’s egg, very freely 
movable. Another very similar tumour could also be made out on the right of the 
uterus. This was also very mobile, but harder in consistency. On vaginal exam- 
ination no part of either tumour could be felt, and the cervix occupied its ordinary 
central position. No symptoms of twisting of the pedicle or inflammation of the 
tumours occurred, and the puerperal temperature was normal. Dr. Roberts decided 
to remove the tumours about three weeks after labour, and abdominal section was 
performed on April 3, 1911. The operation was an easy one, both tumours were 
pedunculated, and lay above and in front of the uterus. No adhesions were present, 
and no difficulty was found in ligaturing the pedicles. Both tumours were dermoid 
in character. The left-sided one was cystic, thin-walled, and contained little else but 
liquid fat and hair. The right-sided one was much more solid, and its walls thicker. 
It also contained hair and a thick mammilliform process, covered with true skin. It 
was found possible to preserve a portion of the ovarian tissue in the pedicle of the 


Dr. Tate had seen a case treated in this 


| 
i 


Reports of Societies 549 


right side, with a view to future conception. Both Fallopian tubes were left intact. 
The progress to date had been satisfactory, and the patient was still nursing her 
baby. Dr. Roberts thought his case of some interest, as it was evident from the 
obstetric history that two labours had really been complicated by the one or other 
of the dermoid tumours, whereas the case had been taken to be one of contracted 
pelvis. As regards treatment, he advocated ovariotomy in labour if the tumour 
could not be pushed up, and did not think vaginal ovariotomy or Czesarean section 
was correct treatment. A point on which he asked for information was whether 
patients in the puerperium bore operations as well as at other times? Also supposing 
the tumour had been pushed up, at what particular period after delivery would it 
be best to remove the tumour by abdominal section? 

Dr. Griffith referred to a case under his care at Queen Charlotte’s Hospital, in 
which labour was obstructed by a dermoid cyst in the pelvis, and the external os 
uteri was above and behind the pubes. He incised the posterior vaginal wall, and 
a powerful uterine contraction immediately expelled the cyst and the foetus together. 
Considerable hemorrhage resulted from a laceration of the posterior uterine wall 
through the lower segment, which was controlled by sutures. The ovarian pedicle 
was not found, yet the patient made an uninterrupted recovery. 

Dr. Blacker felt sure that the proper treatment for these cases where there was 
any difficulty in pushing up the tumour was abdominal ovariotomy, followed by 
delivery through the natural passages. In any future case, however, before opening 
the abdomen he would try the effect of inverting the patient and attempting to 
push the tumour out of the pelvic cavity with the woman in that position. 

Mr. Herbert J. Paterson read notes of a case of 


A SvuppuraTinc Ovarian Cyst, in A GIRL AGED 10, PROBABLY INFECTED 
FROM HAIRPINS IMPACTED IN THE VAGINA. 

At first it was thought that the patient was suffering from tuberculous peritonitis, 
but subsequently the irregular temperature, and the resistance and tenderness in the 
right iliac fossa led to the diagnosis of suppurative appendicitis, for which operation 
was undertaken. The operation seemed to confirm the diagnosis, as the appendix 
was inflamed, enlarged, buried in adhesions over the brim of the pelvis, and contained 
pus. For a few days the patient improved, and the temperature remained lower, . 
but soon rose again with a renewal of its daily oscillations, so that the presence of 
further trouble was clear. The discovery of hairpins deeply imbedded in the vaginal 
wall made one suspect pelvic suppuration, and on opening the abdomen later a 
suppurating ovarian cyst was found which had probably become infected from the 
foreign bodies in the vagina. It was, of course, impossible to say whether the 
appendicitis was primary or secondary to the pelvic condition, but Mr. Paterson was 
inclined to regard it as secondary. 

The President remarked on the difficulty in diagnosis in some of these cases in 
young children when the right ovary was the one affected. In two cases he had 
operated on for removal of the appendix in girls under 12 the appendix in one had 
been fixed to the floor of the pelvis, where there was an abscess, and in the other, 
on whom he had recently operated, the affected appendix was incorporated with the 
ovary by adhesions. There had been previous attacks of appendicitis. 

Mr. Ernest W. Hey Groves read a paper on 


A New Operation ror THE Rapican TREATMENT oF Fiat Petvis. 

The principle of the operation is as follows :—The horizontal ramus of the pubes 
is completely divided on both sides. The ascending ramus of the ischium is partly 
divided on both sides, so as to allow of the ready fracture of this bone. The whole 
of the pubic bones are then displaced forward until their posterior surfaces catch 
against the anterior surfaces of the parts of the rami of the pubes which remain in 
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position. The bodies of the pubic bones remain permanently in this position, and 
the pelvis has its conjugate diameter increased by in. It will be convenient to 
consider the various steps of the operation in detail :— 


(1) The Division of the Rami of the Ischia.—The patient is placed in the 
lithotomy position and the ischial tuberosities defined. A small stab incision is made 
over the ramus of the ischium, just in front of the tuberosity, and through this 
the bone is partly sawn through with an Adams’s saw. This is best done on the 
outer surface of the bone, so as to avoid any risk of injury of the internal pubic 
vessels and nerve which lie with the internal obturator muscle on its deep surface. 
This is done on both sides, the wounds closed each by a single stitch and dressed 
with a collodion dressing. The patient is placed in the supine position for the 
remainder of the operation. 

(2) The Division of the Horizontal Ramus of the Pubes.—An incision l}in. long 
is made over the inner end of Poupart’s ligament and the soft parts divided down 
to the external abdominal ring. The inguinal canal is opened up by slitting the 
aponeurosis of the external oblique, and its contents displaced upwards. The fascia 
forming the posterior wall of the canal is cut in the line of the original incision, and 
the pubic ramus thus exposed. The peritoneum is readily separated from the back’ 
of the bone with the finger-tip. A search is made for the presence of any accessory 
obturator vessels, and if these are present they must be divided between two 
ligatures. The pubic ramus is then sawn through as far outwards as the position 
of the femoral vessels allows. This is done by an Adams’s saw held in the plane 
of the brim of the pelvis, the point being directed backwards and as much outwards 
as possible. This oblique section of the bone is the essential point in the operation, 
because it provides for the locking of the bones in their new position. 

(3) The Displacement of the Bodies of the Pubic Bones Forward.—The two 
pubic bones are now to be brought forward into their new position. This can 
generally be done by the mere traction of the two index fingers, but it is accom- 
plished better by the help of a pair of instruments like spanners which I have made 
for the purpose. Poupart’s ligament will require to be partly divided on both sides. 
Then the spanner is slipped into the wound and over the body of the pubic bone on 
both sides. Very moderate pressure on the handles of these instruments then serves 
to lever the pubic bones forward, the tendency of the bones to jamb against the 
rami being overcome by pressing the handles of the spanners slightly outwards, so 
as to bend the pubic bones inwards at the symphysis. When the bodies of the 
pubic bones have cleared the rami they are bent outwards, and they then rest in 
such a position that they cannot slip back. In the carrying out of this part 
of the operation the ischial rami fracture at the place where they have already been 
partly divided. The operation is concluded by a suture of the inguinal wounds. 

Anatomical Considerations—The author has made several preparations which 
illustrate the anatomy of the operation. The line of the chief incisions—viz., 
those through the pubic rami—pass through the pectenei muscles, but do not involve 
any important structures. The obturator vessels and nerve lie well on the outer 
side of the section. If an important accessory obturator vessel is present, it will be 
easily seen and felt behind the pubic ramus, where it can be ligatured. The bladder 
and urethra are moved forward with the bodies of the pubic bones, and are not 
disturbed. The fracture of the rami of the ischia merely allows of a hinge movement 
without any separation of the bones. This is ensured by the very firm connection of 
the bones round the obturator foramen, by means of the strong obturator membrane, 
both obturator muscles and the periosteum on the deep surface of the ischia. It is 
perhaps scarcely necessary to point out that the whole operation is extra-peritoneal. 

Clinical Aspects.—As compared with the other operations which by a division of 
the symphysis, or pubic bone, enlarge the brim of the pelvis, this procedure has 
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three notable advantages—viz.: (1) The gain in the true conjugate at the brim is 
jin. to lin., instead of merely {in.; (2) the ring of the pelvis is not opened 
laterally, so that there is no injury to the sacro-iliac joints; (3) the result obtained 
is a permanent enlargement of a flat pelvis, and not merely a temporary expedient, 
to facilitate a single difficult labour. Thig last point far outweighs all the others, 
because if successful it is nothing short of a radical cure of the deformity, which is 
the cause of the difficulty in labour. 

If the author had the opportunity of doing so, he would prefer to do the 
operation before pregnancy had occurred at all. Or if a patient already pregnant . 
was under his advice, he would advise its being done at the end of the eighth month, 
so that if premature delivery was caused by it, the child would be almost mature, 
but otherwise the pelvic incisions would have a month in which to heal before 
delivery. Lastly, if the patient was already in labour, he would not hesitate to 
perform the operation, which in principle is no more complicated than a pubiotomy. 
The ideal case for its performance would, of course, be the case of a woman with 
a flat pelvis, with a conjugate diameter of 2}in. to 34in., who had already lost one 
or more children, and who desired to have a family without the risk and ordeal 
of undergoing repeated Czsarean section. 


The President said that the Section was indebted to Mr. Hey Groves for this 
original suggestion of an operation, which, if feasible, might prove of considerable 
obstetrical importance. It was always difficult to discuss the merits of procedure 
on theoretical and anatomical grounds alone, but from this demonstration it would 
appear that this operation might be performed with safety and facility. 

Dr. Amand Routh congratulated Mr. Hey Groves upon his very ingenious 
operation, which was somewhat allied to a double pubiotomy, and like that operation 
was intended to procure a permanent enlargement. He doubted, however, if this 
would be so, as much callus would be thrown out. For this reason he thought it 
would be inadvisable to operate before or during pregnancy. If no callus were 
formed the loosened fragment might be elevated by the recti muscles, and as the 
ring of bone forming the pelvic brim was deficient, it might happen that the gap 
would in time be reduced in size, and the pelvis would then become actually more 
contracted. If no firm union between the fragment and the pelvis resulted he 
feared locomotion would be subsequently impaired. If the operation were done 
during labour it was almost certain that the outer cut edges of the pubis would be 
further separated during the passage of the head, and if so the loosened fragment 
would slip back and resume its original position. If the operation should prove to 
be of practical value he thought the loosened fragment of the pubes should not be 
displaced forward till after the birth of the child. He feared, however, that the 
operation would prove no more advisable than a double pubiotomy, which had many 
disadvantages. 

Dr. Maxwell congratulated Mr. Hey Groves on the ingenuity of his suggested 
operation, but thought it lay open to serious criticism. He wished Mr. Groves 
could have given the meeting some accurate observations on the increase in superficies 
of the superior strait that resulted from this novel form of enlargement of the 
pelvis as compared with that following a median or unilateral bony section. This, 
after all, was the point of greatest importance in operations of this type. Another 
argument against the operation was the question of excessive callus formation, a 
point which had not escaped the notice of those who had followed the after-histories 
of cases of unilateral pubiotomy. To prevent injurious callus formation it would be 
necessary to secure the immobility of the patient for many weeks. Again, he could 
not accept an extensive compound fracture of the pelvis as a substitute in any 
circumstances whatever for Cesarean section of classical or modified technique. 
Finally, granted that a considerable increase in pelvic dimensions resulted from this 
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bilateral section of the pubes, would it ever be safe to employ extraction by version 
or forceps with these two severed ends of the horizontal rami of the pubes projecting 
into the pelvic basin, and inviting perforation or laceration of a thinned-out vagina 
and lower uterine segment if any resistance to delivery occurred. 

Mr. Hey Groves, in reply, stated that he did not consider that there was any 
reasonable ground for anticipating the formation of excessive callus, because there 
was neither the contact of divided bone surfaces, nor any source of irritation, such 
as mobility between the fragments. From a mechanical point of view the two 
essentials of success were the correct inclination of the saw cuts in the pubes and 
the minimal division of the ischia. If these two points were carried out the bone 
would become firmly locked in its new position, where it would be securely held by 
all the structures which pass across the obturator foramen. 

Dr. Victor Bonney read a paper on 


Cases or “ For UTERINE H2MORRHAGB, ONE OF 
WHICH WAS FOLLOWED BY PREGNANCY AND LaBouR. 


Dr. Bonney said—The technique I have employed appears identical with that of 
Kelly, whose detailed account I have only lately read. The abdomen being opened, 
the uterus is pulled up, and the area of contemplated excision is marked out with 
the point of the scalpel. This area, which includes the whole thickness of the 
uterus, is wedge-shaped, having as its base the whole breadth of the fundus, nearly 
as far outwards as the tubo-uterine junctions, whilst its apex is on a level just above 
the upper limit of the movable peritoneum on the front of the uterus. The uterus 
being steadied, the demarcated area is then excised with the scalpel. More or less 
oozing from the cut uterine wall ensues, but the bleeding is usually controlled by 
the pressure of the sutures subsequently introduced and tied. 

The excision as I have performed it in all but one of my cases leaves in each 
moiety of the remainder of the body of the uterus a strip of mucous membrane 
continuous above with that lining the corresponding Fallopian tube, and below with 
that lining the cervical canal. If, however, as in the exception mentioned, the area 
of excision be extended rather more outwards, the whole of the upper part of the 
corporeal mucosa is removed, so that subsequently no communication exists between 
the uterine cavity and the tubes, and the patient is permanently sterilized. Before 
proceeding to apply the sutures the condition of these strips of mucous membrane is 
examined, and if the endometrium is thickened or otherwise abnormal they are 
curetted with a sharp Volckmann’s spoon. I have done this in three of my cases. 
The ease and precision with which the curettement is effected is in striking contrast 
to the ordinary operation for this purpose. The two moieties of the uterine body 
are now united to one another, first by a row of six or seven mattress sutures, and 
afterwards by a continuous and more superficial suture. Any oozing points left after 
this are secured by additional sutures; the abdominal wound is then closed in the 
usual way. 

The result of the operation is to leave a uterus much reduced in size, especially in 
breadth, so that at its upper end the tubo-uterine junctions are nearly in contact. 

I have ventured to apply to it the term “utriculoplasty” as best describing its 
object, Kelly’s expression, “vertical resection,” being less definitive, while such 
terms as “partial excision” or “partial amputation” would render the operation 
liable to be confounded with subtotal hysterectomy. 


The following are the brief notes of the patients on whom I have performed 
this operation :— 

Case I.—Aged 29 years; had previously borne two children. She was admitted 
into the Chelsea Hospital for Women in April, 1909, having been losing more or 
less continuously since the preceding February. Previously to this the menses had 
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been very excessive since the birth of the last child four years before. She was very 
anemic. The uterus was curetted thoroughly, but the loss recurred a fortnight 
afterwards, and continued intermittently until September, 1909, when she was 
re-admitted into the hospital under me, being by this time extremely exsanguined. 
My first intention was to perform subtotal hysterectomy, but on account of her youth 
I decided to adopt Kelly’s procedure. Utriculoplasty was therefore carried out. 
Her recovery was satisfactory, except for a definite attack of broncho-pneumonia 
during the first week after the operation, and she left the hospital in good health. 
For the first three months following the operation the menses were regular and 
painless, but only endured for one day, the anemia rapidly disappeared, and her 
general health much improved. The period in January, 1910, failed to appear, and 
shortly afterwards it became evident that she was pregnant. She was kept under 
careful observation for fear of eventualities, but none ensued. The uterus continued 
to enlarge normally until the thirty-second week, when premature labour came on. 
The child was born alive, and the leading feature of the confinement was unusually 
strong pains with slow advance of the head, in spite of the small size of the child. 
Forceps were not required, however. There was slight postpartum hemorrhage. 
The puerperium was normal. As the patient is stil] nursing her child the menses 
have not yet returned, but when I examined her a short while back the uterus had 
completely involuted to the size of the utriculus, which I had fashioned eighteen 
months before. Her general condition is excellent. 

Case II.—Aged 34, married, but sterile. She was a stout masculine-looking 
woman, and very anemic. I operated in the Middlesex Hospital in May, 1910. The 
uterus was large, but contained no myomata. I performed utriculoplasty, having 
very thoroughly scraped away a thickened uterine mucosa before suturing the uterus. 
Her recovery was uneventful. The immediate effect of the operation was to abolish 
the periods altogether for six months, during which time she lost her anemia and 
became robust. Since January of this year a blood-stained discharge has appeared 
which increased in spite of treatment up to a few weeks ago, since when it has 
declined, and is now slight and intermittent. Her general health is exceedingly 
good. 

Case 111.—Aged 32, married. She had suffered for two years from excessive 
and long-continued hemorrhages, for which she had been twice curetted, on both - 
occasions without any effect. In July, 1910, she was admitted to the Middlesex 
Hospital, where I operated on her. The uterus was enlarged, but contained no 
myomata. A number of pelvic adhesions were present. I performed utriculoplasty, 
and the patient made a good recovery. I have seen her at intervals since. The 
periods are regular each month, lasting about six to seven days, and requiring the 
use of from six to eight diapers. Her general health is good. 


Case I1V.—Aged 39. She had been curetted twice for uterine hemorrhage, but 
without success. On opening the abdomen I found a large uterus adherent by many 
fine adhesions to the neighbouring parts. No myomata were present. Utriculoplasty 
was performed, the lining membrane being curetted, and she made a good con- 
valescence. Since leaving the hospital she has had periods, lasting from seven to 
nine days, but not excessive in amount. She was a miserably anemic, thin woman 
before I operated on her, and her condition leaves much to be desired still, but 
she is very much better than she was. 


Case V.—Aged 3%. She had suffered from excessive periods for some years. 
Two years ago she was curetted and was better for a while, but the condition 
returned. In August, 1910, profuse loss began which lasted without intermission till 
November. On opening the abdomen I found a number of adhesions whose presence 
had not been suspected. These were broken down. I performed utriculoplasty, and 
as the utriculus had a tendency to retrovert, I ventrofixed it. Since the operation 
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menstruation has been regular, and normal in amount, while her health has very 
satisfactorily improved. 


Case VI.—Aged 30, unmarried. A very anemic woman of the masculine type. 
She had had almost continuous loss for two years, for which she had been curetted 
without success. I operated in March of this year. On opening the abdomen, the 
uterus, though not greatly enlarged, was found to be the seat of multiple myomata. 
I performed utriculoplasty, including in the wedge most of the myomatous nodules, 
the remainder being separately enucleated. The area of excision in this case included 
all the upper part of the corporeal mucosa. She has recovered in a satisfactory 
manner. The operation is, of course, too recent to judge its ultimate results, but it 
illustrates its application to a myomatous uterus. 

The Value of the Operation.—In estimating the value of the operation, it is 
necessary to compare it with hysterectomy, by which latter proceeding all the cases 
described might have been alternatively treated. This comparison may be discussed 
under three heads: (1) The maintenance of the menstrual function; (2) the possi- 
bility of pregnancy; and (8) the relative risks of the two operations. 

(I) The Maintenance of the Menstrual Function.—As has been shown, the 
immediate effect of the operation in the first five cases was to relieve the patients 
of the excessive hemorrhage from which they had suffered. In Case II hemorrhage 
recurred slightly at the end of six months, but there seems a good prospect of an 
ultimate successful result. Cases I, III, IV, and V remain entirely satisfactory, 
while Case VI is too recent to judge of the effect of the operation. Whether these 
results will be permanent can only be proved by time. In the three cases published 
by Kelly, where the operation had been done for hemorrhage, the patients were 
satisfactory at the end of three years, one year, and one year respectively. 

The question as to the value of preserving the menstrual function has in this 
connexion to be specially considered. Experience shows that the occurrence of the 
menstrual loss is by no means a necessity to healthy feminine existence. Women 
who have never menstruated are occasionally met with, the anomaly being asso- 
ciated with no evil results. In others long periods of amenorrhea from time to time 
occur, without obvious ill effect to the general health. The results of hysterectomy 
for myomata also show that perfect health is compatible with permanent cessation of 
the menses. Most women regard menstruation as an unmitigated nuisance, and view 
the prospect of its cessation after hysterectomy with at least indifference, but more 
often with actual relief. On the other hand, a certain proportion of patients from 
motives of sentiment dislike the idea of an enforced menopause, even though it be 
only “apparent,” because the ovaries are retained. 

The investigations of A. Giles, and the experience of other surgeons, go to prove 
that in spite of conservation of the ovaries, the removal of the uterus does in a 
good number of cases bring on the flushings and nervous symptoms of the true 
menopause some years earlier than in normal women. 

It may be asked how the preservation of a portion of a wholly diseased organ 
can be justified. In reply, another question may be propounded, namely, as to how 
far these hemorrhagic uteri are diseased? In spite of much research it must be 
admitted that the criteria of “chronic fibrotic metritis,” “uterine arterio-sclerosis,” 
and other similar conditions are very ill established. Of a number of such cases that 
I have examined, comparatively few have furnished histological evidence of inflam- 
matory change. 

The whole process of menstruation—why tha loss begins, and still more why it 
leaves off—stands practically unexplained, and until we have a fuller understanding 
of the normal phenomenon our knowledge of these cases of excessive menstruation 
will remain defective. 


The fact that after utriculoplasty the conserved portion of a profusely bleeding 
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uterus may revert to the performance of normal menstruation proves, I think, that 
the uterine wall in these cases is not always so greatly abnormal. 


(II) The Possibility of Pregnancy.—The slight advantages to be gained by 
preserving the menstrual function in these cases would not by themselves weigh 
against the certainty of permanent cure which hysterectomy offers, unless the 
patient herself, particularly if comparatively young, was very desirous of avoiding 
the latter operation. To be able, however, to leave the patient in possession of a 
uterus capable of child-bearing is a great gain. That such is possible is proved by 
my first case. I must confess that the first time I performed the operation I 
greatly questioned whether it would not be better to prevent the possibility of 
pregnancy by ligating or removing the tubes. But I considered that the operation 
would be deprived of the greater part of its advantage over hysterectomy by so 
doing, and bearing in mind the successful manner in which the uterine scar after 
Cesarean section usually withstands the strain of subsequent pregnancy, I deter- 
mined to leave the tubes intact. This patient became pregnant less than four months 
after the operation—t.e., before the uterine scar could have consolidated, yet the 
pregnancy was normal, and the labour successfully accomplished. Of my four other 
married patients none have become pregnant since the operation. Kelly in his paper 
says: “What would happen in a case of pregnancy with such a reduced uterus I 
do not know.” The case that I here put on record answers the question. The fact 
that the uterine body, though reduced to half its normal size, yet possesses growth- 
power sufficient to meet the needs of pregnancy is very remarkable. 

(III) The Relative Risks of Utriculoplasty and Hysterectomy.—My six cases 
have all made rapid and excellent recoveries from the operation. Theoretically, 
utriculoplasty for “fibrotic metritis” or small corporeal myomata should certainly 
not be associated with more risk than subtotal hysterectomy under similar conditions. 
In either case the site of the operative field is aseptic to begin with, and infection 
from without can be guarded against. Inasmuch as utriculoplasty requires the use 
of a good deal of ligature material the strictest antiseptic precautions are necessary. 
There is less risk of profuse post-operative hemorrhage after utriculoplasty than 
after hysterectomy, because no large vessels are divided; but on the other hand 
there is more liability to oozing between the stitches. The parietal wound should 
not be closed until the uterine suture line is entirely dry. Finally, the risk of - 
pulmonary embolism, a fatality much more commonly associated with hysterectomy 
than with any other operation, should be very small after utriculoplasty, because no 
trunk veins require ligature during its performance. 

Conclusions.—The cases I have recorded seem to show that the operation of 
utriculoplasty is a legitimate alternative to hysterectomy in the treatment of 
intractable uterine hemorrhage, due to the condition variously known as “hemor- 
rhagic metritis,” “chronic fibrotic metritis,” and other similar terms, and also that it 
is feasible to apply it to a uterus the seat of small multiple myomata. 

It would appear to be preferable to hysterectomy when the patient is still of 
child-bearing age, and the cervix is reasonably healthy, and especially if the patient 
herself objects to an enforced abolition of the menses. In the reverse of these 
conditions removal of the uterus is the more suitable operation, by total hysterectomy 
if the cervix be unhealthy, by subtotal hysterectomy in all other cases. 

In the event of pregnancy following utriculoplasty it would, I think, be 
desirable to induce the labour some weeks in advance in order to lighten the work 
of the uterus. 

The President said that it appeared from Mr. Victor Bonney’s remarks that he 
resorted to the operation mainly in cases of what was termed “ fibrosis of the uterus.” 
The great difficulty here was determining beforehand the pathological condition 
causing the hemorrhage. Take, for example, an adenomatous uterus. There was 
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no evidence from the sections of any of the excised portions of uterus what was 
the pathological change present in these cases. Also, in multiple small myomata, 
these nodules were generally scattered throughout the uterus, and not confined to 
any one portion. In hemorrhage from such a cause he (the President) would prefer 
myomectomy or hysterectomy, if enucleation were inadmissible, to utriculoplasty. 

Dr. Arthur Giles said that he was greatly interested in Dr. Bonney’s description 
of his cases of utriculoplasty. It seemed to him that the chief difficulty was to 
decide in what cases the operation was indicated; if one could be sure that the case 
was one of fibrosis, he thought the operation would not be advisable because, in his 
experience, the leaving of even a small remnant of the body of the uterus might be 
sufficient to keep up the hemorrhage; with uterine fibroids, also, he would hesitate 
to adopt this procedure on account of the risk of development of other fibroids later 
on. He would be glad to know if Dr. Bonney had particulars of the microscopic 
condition of the portion of the uterus removed in hig cases. 

Dr. Griffith said that the successful result of Dr. Bonney’s first case, which was 
followed by the birth of a living child, was a sufficient justification for the operation, 
and might be hoped for again in younger women who suffered from intractable 
uterine hemorrhage, and in whom there was no evidence of fibroids. In the latter 
condition he still thought supravaginal hysterectomy was the right treatment, 
otherwise minute fibroids might develop and necessitate a further operation. 

Dr. Victor Bonney, in reply, said the operation was a legitimate alternative to 
hysterectomy in those cases in which profuse hemorrhage, unamenable to treatment 
by lesser measures, afflicted a comparatively young woman. As regards the 
explanation of its effect in arresting excessive bleeding, this was, no doubt, in 
part due to the reduction in size of the menstrual area that it effected. Beyond 
this, however, there were probably other factors, possibly of the nature suggested 
by Dr. Stevens. Until more knowledge of the normal menstrual loss was forth- 


coming—particularly what caused the flow to cease—any answer ta such a question 
would be speculative. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 
Meeting held April 21st, 1911, The President (Dr. Hetxuier) in the Chair. 


Dr. Hellier (Leeds) showed a specimen of rupture of the uterus during labour. 
This specimen came from a patient aged 23, primipara, who was brought into the 
Leeds Infirmary by a medical man on April 4, 1911, immediately after delivery, and 
who died 4} hours after admission without operation. She had a contracted pelvis 
of which the true conjugate measured 3} inches at the inlet. 

History : The medical man stated that she had been in labour three days. When 
he saw her on the morning of the 4th April the os was not half dilated. Later in 
the day he delivered the head with forceps, but in trying to extract the trunk he 
found that the neck gave way under traction, detaching the head. He completed 
delivery by internal podalic version after removing one arm. He found it necessary 
to remove the placenta manually, but when he introduced his hand he felt a lacera- 
tion in the lower part of the uterus, and decided to bring her at once to the 
Infirmary. There had been no postpartum hemorrhage. On admission at 8.10 p.m. 
she was unconscious, pallid and almost pulseless and was gasping for air. The pulse 
improved a little temporarily under intravenous infusion, etc. As the child and the 
placenta were both delivered, the uterus well retracted, as there was no bleeding 
going on, and no evidence of free fluid in abdomen, and as the patient was in such 
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extremely bad condition, operative treatment was not considered advisable in this 
case. She died in 4} hours after admission. 

On post-mortem examination there was almost no blood in the abdomen. There 
was @ moderate sized hematoma in the left broad ligament, which communicated with 
the general peritoneal cavity. The uterus, removed with vagina, showed a rounded 
aperture torn in the thin lower segment of the uterus between the orificium externum 
and the retraction ring. The opening was large enough to admit three fingers. 
There wag a small subperitoneal ecchymosis on the right side also. The uterus con- 
tained some small portions of membrane. 

The cause of death seems to have been shock and collapse rather than hemorrhage. 

In the discussion which followed Drs, Fothergill, Donald and Walls expressed 
the opinion that abdominal operation, in spite of the desperate state of the patient, 
would have been the more correct treatment. Sir W. Sinclair and Dr. Briggs 
expressed very strong opinions to the contrary, and Dr. Hellier adhered to the view 
expressed already. 

Dr. Briggs (Liverpool) showed (a) A left-sided hydrosalpinx with complete torsion 
of the pedicle in the direction of a right handed screw. 

A robust but sterile woman, four years married, aged 32, was known to have in 
her pelvis bilateral thin-walled cystic swellings, mobile and painless. 

Treatment for them was not advised as sterilisation was dreaded by the patient 
and there were no symptoms until a heavy day’s shopping without any unusual or 
excessive physical test or strain was followed the same night with a “ peritoneal 
crisis,” vomiting, abdominal pain and rigidity, and slight fever (T. 101°). 

From Thursday to Sunday the distress was acute and frequently required morphia ; 
on the following Tuesday the uterine appendages were removed; bilateral hydro- 
salpinges; the left tube was twisted close to the uterus; its size 4x34 inches; its 
shape a folded retort. 

(b) A large circumscribed fibroma of the left ovary; an enlarged fibromatous 
uterus; a small solitary fibroid of the uterus. 

Mrs. M., aged 50, the mother of two children, the younger aged 7 years; soon 
after the birth of the younger child, one abortion occurred. 

Symptoms: The natural climacteric at the age of 49, in Septemer 1910, remained 
undisturbed by hemorrhage until January 1911, when a solitary profuse period was 
reported. Former menstruation regular, always profuse and painless, lasting seven 
days. She became stouter about the time of the menopause; in July 1910 the 
intrapelvic tumour was found the size of an orange. 


Physical signs: On January 19th 1911 she looked ill and attributed her condition 
to the recent hemorrhage; she had lost flesh. 

The local physical signs: A very hard tumour six inches in diameter arose from 
the bulged retrouterine and left sided pelvic floor to the umbilical level. The growth 
was too dense for a uterine fibroid; it was diagnosed as an ovarian solid tumour. 
The uterus lay forwards and to the right; it was raised and enlarged and on the 
posterior wall of its body, low down, was a small fibroid the size of a marble. 


Treatment : The abdominal radical operation was difficult owing to the unusual 
adhesions of the tumour and the intimate organic contact with intestine. 


Pathological report : A solid fibromatous tumour within its thin capsule of ovary ; 
no ascites; the anatomical connections with the uterus were close; on dissection 
the ovarian ligament was picked out from amidst its surrounding inflammatory 
matting. The structure of the growth is mainly that of a spindle-celled fibroma. 

Remarks : Its rapid rate of growth; its site within a complete envelope of ovary ; 
its large size and its unusual adhesions; the absence of ascites and the presence of 
one finger-nail patch of superficial calcification are collectively features of an ovarian 
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fibroma which complicate the diagnosis when an enlarged uterus is raised, itself 
fibrosed and the seat of a small fibroid. 

Dr, English (Manchester) exhibited (a) A very large fibroid uterus removed from 
a young single woman of 28, who complained that for two years her abdomen had 
been increasing in size, of increasing constipation, and of trouble with micturition. 

On examination the abdomen was the size of an eight months’ pregnancy, and 
contained a large irregular hard mass, about the shape of a seven months’ foetus. 
She was well fed and treated with tonics until the operation on December Ist 1909. 

The uterus along with the left ovary which was cystic was removed, and she 
made an uneventful recovery. 

The left ovary contained a bilocular dermoid cyst, one division containing hair 
and sebaceous material, and the other teeth and cartilage. 

(b) Pedunculated fibroid of the uterus showing red degeneration removed at the 
end of the fifth month of pregnancy. The patient complained most of pain, especi- 
ally on movement, and was prevented from following her employment on this account. 

She was aged 29 and married nine years; this was her first pregnancy. She had 
previously suffered from gonorrhea. Clinically, in addition to the usual signs of 
pregnancy, there was a tumour the size of an orange in the right inguinal region 
attached to the uterus, but separable from it, leaving a deep groove. 

March 9 1911. An incision was made obliquely in the inguinal region directly 
over the tumour and the muscles divided by the racket method, the tumour presented 
and was excised, the base being laced up with catgut sutures, after the main vessels 
were secured. The patient progressed well until the fifth day when labour pains 
came on and she was delivered of a living five months’ foetus. Otherwise recovery 
was uneventful. 

(c) A uterus containing in the anterior wall a large fibroid of a very dark colour. 
This patient complained of menorrhagia and dysmenorrhea for the past four years. 
The pain came on a week before and lasted during the period. Latterly the periods 
had been coming every two weeks, and lasting ten days. 

On examination the patient was anemic, the abdomen flat with slight rigidity in 
the left inguinal region. 

P.V.: The cervix pointed downwards and forwards, was enlarged and the os 
patulous, in the anterior fornix there was a hard body continuous with the cervix 
with a deep groove between. 

Bimanually the uterus was much enlarged, retroverted and acutely anteflexed, 
globular in outline and freely moveable. 

March 17 1911 dilated and curetted, sound passed 44 inches. 

March 22 1911 transverse abdominal incision and the uterus removed supra- 
vaginally. Discharged well April 14 1911. 

Dr, Gordon FitzGerald (Manchester) showed a specimen consisting of cervix and 
uterus which he had removed, by the abdominal route, from a patient of 60. 

The cervix, which was 3} inches in length and 23 inches in diameter, consisted 
mainly of mucoid material; while the uterus, which was only 14 inches in length, 
showed areas where the muscle had been invaded by a similar degeneration. Micros- 
copical sections of the tumour showed areas suggestive of pure carcinoma and others 


suggestive of cyst adenoma. There was no doubt that the tumour was malignant, 
but its true nature was doubtful. 


As the specimen appeared to be one of very great rarity, a special sub-committee 
was appointed to investigate its nature, 


Dr. Blair Bell (Liverpool) described his buttress operation for cystocele and 
rectocele. It consists in excising the redundant vaginal mucosa and freeing the 
remaining side flaps from the bladder or rectum. The flaps were then sutured with 
mattress sutures so that a broad raw under surface of each flap is apposed. The free 
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edges were joined by an overhand suture. In this way a strong central column or 
buttress is formed, and this is much stronger than the ordinary linear scar, which 
almost invariably stretches. 

Dr. Arnold Lea showed lantern slides of an early ovum, which he had recently 
obtained. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting held May 10 1911, Dr. F. W. N. Havutratn (President) in the Chair. 


The President read notes of a case of 


ApenomMa VaAGIN&. 


The patient, aged 35, consulted him in September 1896 for a copious watery 
discharge. He found a swelling of the anterior vaginal wall, protruding slightly 
from the vulva and simulating a cystocele. It was hard, well defined, and of about 
the size of a walnut. The vaginal walls were of an extremely pink colour, secreted a 
copious watery discharge, and presented the appearance of a cervical erosion. The 
swelling, though apparently well defined, was extremely difficult to enucleate. On 
section it presented the appearance of a fibro-adenoma. A portion of the vaginal wall 
removed at the same time was found to be infiltrated with an adenomatous structure, 
closely resembling a cervical erosion. Subsequently he thoroughly scraped the 
vaginal wall and swabbed it with tincture of iodine. She improved for some months 
after the operation; but the discharge returned later, so that a second curetting was 
carried out and the surface swabbed with carbolic acid. This again stopped the 
discharge for 18 months, after which it returned and the vagina showed the same 
pink colour. As the patient was averse to further operation astringent douches were 
prescribed, but little benefit resulted. The patient was not seen again until June 
1910, when the vagina had the same pinkish colour with warty protuberances on the 
surface. A small portion removed for examination showed the same adenomatous 
character as previously, but much more exaggerated, the glands penetrating the 
muscular tissue. The copious watery discharge had continued more or less for 
eight years, and there was no evidence of ulceration, and no irregular hemorrhage © 
had occurred. Some discomfort was felt in the bladder, but little pain. She grew 
gradually weaker and died from asthenia. No post mortem examination was 
permitted. There can be no doubt that the case was a typical example of a diffuse 
adenoma of the vagina, simple in its early stage, but later becoming what might be 
called adenoma malignum. A similar case in its early stages had been described by 
Bonney and Berkeley, and considered by them as unique. In these days of thorough 
surgical interference the President in a similar case would not hesitate to remove the 
uterus and the vagina. 
Dr. D. Berry Hart read a paper on 
AprnomMa Vacinz Dirrusum (ADENOMATOSIS VAGIN2), 

with a critical discussion of the development of the vagina and hymen (with lantern 
demonstration). Dr. Hart briefly referred to the condition first described by Bonney 
and Glendining, and also to the President’s case, who was the first to meet with 
the condition and whose case ultimately took on a malignant form. He pointed out 
that the vaginal tract arose from the Miillerian ducts, and that at the sixth or 
seventh week the two ducts coalesced in the genital cord and became lined with a 
low columnar epithelium; a lumen was, of course, present. At this time the urino- 
genital sinus was relatively long, the Miillerian ducts ending blindly in a distinct 
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projection on its posterior wall—the eminence of Miller—while the Wolffian duct 
opened into the sinus below this. At the third and a half month the future vagina 
was solid, the Miillerian epithelium gone, and at the lower end of the sinus two 
bulbs had developed, and these had an epithelium exactly similar to the squamous 
vaginal epithelium of the adult woman. Into one of these bulbs Dr. Hart had traced 
the Wolffian duct. Dr. Hart discussed the hostile views of Nagel, Webster, 
Gellhorn, Taussig, and Wood Jones as to the development of the vagina and hymen. 
Recently Bolk and Spuler had confirmed Dr. Hart’s views. In the development of 
the vagina and hymen the ducts of Miller were usually considered as the source. 
The urogenital sinus was a factor, however, and had been neglected. The vagina 
was Miillerian only in its upper two-thirds; in its lower third it was derived from 
the uro-genital sinus and the Wolffian ducts. The hymen was really a structure in 
the urino-genital sinus and of the Wolffian ducts. Diffuse adenoma vagine was due 
to an incomplete replacement and absorption of the primitive Miillerian epithelium by 
that of the Wolffian ducts, ectodermic in their origin. The practical suggestions 
were that such cases, in view of the ultimate result of the President’s case, should 
be treated by curetting and transplantation of skin flaps from the vulva cr by 
excision of the vagina. 
Dr. A. T. Turnbull (Dorset) sent notes of a case of 


SuPERFETATION. 


The patient was a primipara, aged 24 years, and at the time of her confinement was 
about six and’ a half months pregnant according to her reckoning. The first child 
was delivered with forceps; the membrane of the second child was then ruptured, 
and the child was born shortly after. There was a single large placenta, with a 
single chorion and two amniotic sacs. Along with the placenta another body was 
expelled which proved to be a third ovum, complete and healthy in appearance, the 
foetus being of the size of a three months’ growth. The twins only survived a few 
hours ; they seemed to be about six and a half months in development. Dr. Turnbull 
considered that fertilization of the third ovum had occurred in the fourth month of 
pregnancy, before the decidual space had become obliterated. 

Dr. Hart remarked that the difference in size of the third ovum did not necessarily 
indicate a later conception, as in plural conceptions the sizes of the foetuses might 
vary greatly. 

Dr. James Ritchie, Dr. B. P. Watson, and Dr. G. Keppie Paterson also made 
remarks on the subject. 


ROYAL ACADEMY OF MEDICINE IN IRELAND 
Sgecrion or OBSTETRICS. 
Meeting held Friday, May 12 1911, Dr. H. Jevuerr (President) in the Chair. 


(a) Recent Specimen showing Ureter Implanted in Bladder; (b) Tubercular Uterus. 

The President exhibited specimens of the above. The first was from a case in 
which he operated by Wertheim’s method for malignant disease of the cervix. In 
the course of the operation, in cutting through a piece of cancer that lay close to the 
bladder, he found he had cut through the ureter. On examining it he found the 
ureter apparently impervious, and entirely occupied by cancerous tissue. Later in 
the operation he cut off the lower end of the ureter where it was still blocked, until 
he got to a piece of healthy ureter. He then adopted an expedient mentioned by 
Professor Alfred Smith at a meeting of the Academy, of drawing the bladder up to 
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the ovarian pelvic ligament and cutting a small hole in the fundus of the bladder; 
and carrying the ureter into the bladder. The cancer was extremely extensive, and 
in separating the bladder wall from the anterior wall of the cervix, it was found 
that the bladder was involved. He sutured it up, and closed it completely, and it 
remained closed for nearly a fortnight. Then it broke down owing to the extension 
of cancer. The method of suturing was one which was available in cases in which 
the ureter was left somewhat short. The second specimen was one of considerable 
rarity. It was only after it had been cut in several places by Dr. Rowlette that he 
was able to determine it to be tuberculosis of the uterus. The large lump in the 
specimen, at the time of the operation, exactly resembled a suppurating myoma. It 
was a mass of tiny cysts containing pus. Both tubes were occluded, and contained a 
small amount of fluid. On examination of the tubes the tubercular nature was easily 
determined. The last case which he saw was in the Rotunda during the Mastership 
of Sir William Smyly, when he cut sections of scrapings, and found large cells. In 
the present case the endometrium was apparently healthy. The symptoms of the 
patient were extremely marked. She was thin. She had repeated hemorrhages and 
violent pain. When he examined her he could not make a diagnosis. The uterus 
appeared to be enlarged at the fundus, but did not give the feeling that would lead 
them to expect the condition that they found. At the time the tubes were removed 
they were of the same consistency as intestines. He did an exploratory laparotomy. 
They thought it was a subserous myoma that could be shelled out, but on discovering 
the condition they decided it was hopeless to leave the uterus in the state in which 
they found it. The patient made a very good recovery. 


Dr. Rowlette said the specimen as it then appeared was not quite as like a 
myoma as it was at first when he cut into it. The patches which now looked very 
caseous were fluid, so that it did not suggest a tubercular condition, and he took it to 
be a myoma. The entire uterus, with the exception of that one portion appeared 
to be quite healthy. It was only on cutting the sections of the tubes that any 
suspicion of tubercle arose; he found tubercles in the walls of the tubes. He made 
further examination of the tumour, and it required a great many sections before he 
got one that was definitely tubercular. A section under the microscope showed giant 
cells. There was very little muscle tissue present through the mass. What was 
present was exactly like the normal uterine tissue, so that one was led to the 
conclusion that it was a tuberculous granuloma, and that no myoma was present in 
the uterus. 

Professoe Alfred Smith said the demonstration of the success of the implantation 
of the ureter was to him very gratifying. He noticed that when implanting the 
ureter into the bladder sutures were used. His idea was that when the bladder was 
anchored so that it could not retract, if they made an opening sufficient to allow the 
ureter to drop into the cavity of the bladder, all that was necessary was merely to 
close on each side the angles of the bladder wall. The rapidity with which the 
operation could be performed was noticeable. It was. interesting to him that there 
was no evidence of hydronephrosis. Where they had a leakage through a ureter, 
they would have the kidney secreting, and hydronephrosis coming on. If they cut 
the ureter and ligatured at once, the tension in the kidney reached a certain 
standard and the kidney ceased to functuate. 


Dr. E. Hastings Tweedy said the tubercular specimen was very interesting. 
Tubercular tubes were common. In unmarried women who got pus tubes, the 
chances were even that they would be tubercular rather than any other form of 
infection. It was difficult to understand how it arose. It did not seem to have got 
up through the cervix, and the tubes seemed to be tolerably healthy. He supposed 
they must assume that the tubercle came as an infection from the blood, but one 
would think the tubes or the internal os would be the place to be primarily infected. 
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With regard to the patency of the ureter, experiments on rabbits did not bear out the 
view formerly held and expressed by Professor Smith. In rabbits whose ureters 
were absolutely tied, hydronephrosis arose, but when the least leak was allowed 
hydronephrosis did not arise. 

Dr. Ashe asked if the second case was a married woman, and how old. He knew 
a case in which a husband had had a testicle removed for tuberculosis. The wife had 
her tubes and uterus removed for tubercular disease. It was believed that the 
spermatozoa had infected her. 

The President, in reply, said he was certain that he used a fixation suture in the 
case of implantation. His method was to pass the suture through the bladder wall, 
and pull the ureter down through the opening. He was afraid no one could express 
any opinion about the condition of the lower part of the ureter that remained. 
There were three parts to the ureter: the first from the kidney to the malignant 
disease, the second where it passed through the disease, the third where it was in 
the bladder wall. The first part was left, with the exception of the lower portion. 
Then as much as possible of the portion that traversed the disease was taken away. 
The patient had been married over nine years, but had never been pregnant. She 
was thirty-one, and looked about twenty. 


Rotounpa Reports, 1909-10. 


Dr. E. Hastings Tweedy read the Rotunda Hospital Reports for 1909-10. 

Dr. Gibbon FitzGibbon congratulated Dr. Tweedy and the Hospital on the 
Reports which he had read. When Dr. Tweedy took up the Mastership at the 
Rotunda he started a non-operative treatment of eclampsia, and had maintained it 
since. The general tendency in the literature now, especially in America, was to 
revert from the operative treatment, though it was largely lauded at the time 
when Dr. Tweedy instituted his non-operative treatment. Dr. Tweedy had said 
that only contracted pelvis under 33 inches was recorded. There were a certain 
number of cases above that which were still contracted pelvis. These used to 
be treated by induction of labour. Some of them must be looked upon as con- 
tracted, and require some other treatment than being left to deliver themselves. 
If they required operative treatment, why should they not be included in the list of 
contracted pelvis? In the Gynecological Report the case of tetanus was put down to 
the catgut. It would be interesting to know how it was prepared. He had come 
across a case in which he had no doubt it developed as a result of the catgut, which 
was prepared by alcoholic sterilization. He would like to know if Van Horn’s 
catgut stood the test, as it was largely used at present. 

Professor Alfred Smith said it was difficult to discuss the Report without having 
first read it through. He was struck with the number of patients who now went 
with perfect safety to the Rotunda for delivery. When he was Assistant Master the 
number was nothing like it. The management was to be congratulated on maintain- 
ing the high standard which had always characterized the Dublin school. Any one 
who had known the previous results in the treatment of eclampsia, could not but 
pause and consider if the lavage treatment was not the best. He had criticized the 
treatment in its earlier stages; he had thought Dr. Tweedy was claiming too much; 
but he seemed to have gone on in his series of cases, and his results were highly 
creditable. With regard to pubiotomy, Dr. Tweedy had at one time spoken strongly 
in favour of a particular route and a particular needle, and now he spoke just as 
strongly in favour of another route and another needle. He, Professor Smith, 
doubted if they had reached finality in the operation. He did not use catgut unless 
prepared by his own staff. It was iodized catgut he used, and he considered this 
method of preparation absolutely efficient. 

The President took the opportunity to congratulate Dr. Tweedy on his Report, 
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and to thank him for the efficient and admirable condition in which he found the 
Hospital when he took it over from him. There was no human being who followed 
a human being who did not desire some variations, but he did not think any one 
could say anything other than that the Hospital was in a wholly admirable condition 
in every department. In his opening paragraph Dr. Tweedy had referred to the 
possibility of improvement in the results as an outcome of the opening of the new 
labour wards. The results up to the present were as good as they could be, but 
he confessed that it was an astonishment to him how they were so. They were 
passing through the wards one thousand per year more patients than when they were 
built. He differed from Dr. Tweedy in that he did not think they should endeavour 
to conduct the maternity wards of a large hospital on the same lines as one conducted 
private maternity practice. The conditions were different in every respect. The 
number of patients was different. The number of examinations made was different. 
The tendency of infection, once brought into and established in a ward, to perpetuate 
itself, was entirely different. The conditions of hospital practice limited them in the 
use of the teaching capacity of the hospital. The number of vaginal examinations 
had to be limited considerably in order to keep morbidity to the lowest bounds. 
It was a question if they were entitled to try to bring down the morbidity in the 
hospital if the result was to raise the mortality outside. If students were cramped 
in the number of examinations, that might be an excellent thing for the morbidity 
of the hospital, but it would certainly move in the direction of increasing the 
mortality of students’ practice when they became qualified practitioners. No one 
could express any opinion as to the treatment of eclampsia other than that Dr. 
Tweedy’s results were as perfect as they could be. He had not yet seen his way 
actually to follow Dr. Tweedy with regard to chloroform. He thought it was 
beneficial in preventing the effects of violent stimulation of the patient during certain 
procedures which might have serious consequences. Washing out the stomach when 
the patient was on the verge of eclamptic seizure was not altogether devoid of risk, 
and in regard to the matter of chloroform being a toxic agent, one had got to look 
at other results, and he understood that the person whose results ran Dr. Tweedy the 
closest was Dr. Stroganoff, who did not allow even a catheter to be passed without 
giving chloroform. That did not prove that chloroform had not its disadvantages, 
but it did prove that it was not a toxic agent. Dr. Tweedy said he had definitely . 
proved that food may be the causal agent of eclampsia. If every disease in which 
patients were killed by food could be attributed to food, they would get the etiology 
straight off of a great number of cases. He had demonstrated that food was 
prejudicial, but that was different from establishing it as a causal agent. He did not 
follow him when he said that all hemorrhages in the operation of pubiotomy were 
caused by a blunt needle. The separation of the bone was capable of causing some 
of them. The Report could hardly be surpassed, both as a record of work done, and 
a description of the manner in which it has been done. 


Dr. Tweedy, in reply, expressed his indebtedness for the manner in which the 
President had spoken. He had no doubt that the Report would be surpassed when 
the President came to make his report seven years hence. He had not the least 
doubt that the new labour wards would be one of the methods by which the new 
Master would lower the morbidity of the Hospital. Although the Rotunda Hospital 
was the safest place in the world for delivery, they had not yet reached bed-rock as 
regards morbidity. When he took up his duty as Master, he felt he inherited a very 
old institution, and he said to himself the Rotunda Hospital was doomed the day 
that architectural perfection became the all-important item in maternity practice. 
They could not compete in money or structure with some of the great places that 
were supported by Government. Men were taught in the Rotunda to go into general 
practice. Surely the worst way to teach them was to impress them with the 
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importance of bricks and mortar. Their nurses had too short a training for private 
practice. They left the Rotunda at six months, and were fairly good, but at the 
end of six years a great number of them were hopeless. The argument of the Master 
that he did not think they were entitled to lower the morbidity of the patients at 
the expense of the students, was one that could be used against all humanitarians. 
With regard to vaginal examination, these were not discouraged at all. He thought 
the examinations were made with the utmost safety if they used sterilized finger 
stalls. It had been his observation that chloroform had a profound influence on the 
liver, and there was an enormous amount of evidence in support of it. Stroganoff, 
of St. Petersburg, who had had results almost identical with his own, did not use 
chloroform in the way that they understood it. He gave a whiff of chloroform 
before a catheter was passed or a tube passed. Personally he did not see the least 
objection, though he did not think it necessary, and now, if he was treating 
eclampsia, he would prefer to give ether in small quantities just before passing the 
tube. Their patients were saturated with morphia, and that would take to some 
extent the place of chloroform. He thought a normal child would always pass 
naturally with a pelvis over 33 inches, but great complications occurred in those cases. 
It was a serious thing to measure a woman. He would not measure one who 
delivered herself naturally. In the Rotunda they sterilized in Jellett’s box and 
soaked in iodine. He resorted to the Jellett box until he got tetanus. Then he 
added Professor Smith’s method, and he need hardly say iodine would not kill a 
tetanus bacillus. In Steevens’ Hospital they used formalin catgut and had not any 
trouble. The paraffin method was complicated, but gave splendid results. As to his 
alleged change of front with regard to pubiotomy, the greatest fallacies were the 
supposed truths recorded from memory. All he said was that, as compared with any 
other operation, pubiotomy done in any way was to be preferred. With the sharp 


needle it was easier, with care, to avoid hemorrhage and subsequent tearing than 
with a blunt needle. 
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REVIEWS OF RECENT BOOKS. 


Tumours INNocEentT AND Maticnant. By J. Bland-Sutton, F.R.C.S. With three 
hundred and sixty illustrations. Fifth edition. London : Cassell and Company 
Ltd., 1911. Price 21/- net. 

The fact that this book has reached its fifth edition is in itself a tribute to its 
excellence. Mr. Bland-Sutton possesses a wide knowledge of the natural history 
and clinical features of morbid growths, a knowledge derived from the study of 
tumour formation not in man only but also in beasts, birds and fishes, and from his 
treasure-house brings forth things new and old. 

It is our duty to review more particularly those parts of the book which deal with 
tumours of the female pelvic organs, and we turn first to the chapters on uterine 
fibroids. The treatment is clinical rather than scientific, the question of the origin 
of the growths is not discussed and their histological details receive but scanty 
attention, their naked-eye characters are well described and special sections are 
devoted to cervical and ligamentary fibroids. The chapters on the secondary changes 
in fibroids are disappointing; the subject is one of great clinical and pathological 
importance, but in the meagre account given the author has scarcely done his subject 
justice. The most important facts concerning the association of fibroids and 
pregnancy are stated well and clearly, but certain ex cathedra statements must be 
received with caution; the author himself is evidently not quite comfortable about 
some of them, and on page 197 he prefaces two dogmatic statements with the 
somewhat curious sentence, “Two facts may be stated with a fair amount of 
accuracy thus.” The indications for operation are discussed fairly and reasonably, 
and we are glad to find that so experienced a surgeon as Mr. Bland-Sutton refuses 
to abandon the operation of subtotal hysterectomy. 

The chapters on carcinoma and chorionepithelioma of the uterus are well written, 
and the facts recorded have been judiciously selected, but the section on sarcoma 
is sketchy in the extreme. This, however, is perhaps scarcely the fault of the 
author for the study of uterine sarcoma has been neglected in this country, and there 
is no branch of gynecological pathology which offers a more promising field of 
research at the present time. 

Fifty pages are devoted to ovarian tumours, and these chapters are amongst 
the best in the book, every page is full of interest, and though the pathologist may 
regret the lack of any attempt at a scientific classification he will understand and 
sympathise if he has ever attempted to make one himself. Attention is particularly 
drawn to the phenomena of epithelial infection by the cells of innocent tumours, a 
point well worthy of consideration and apt to be forgotten. The rarity of primary 
carcinoma of the ovary and the frequency with which the growths are secondary to 
carcinoma of the gastro-intestinal tract or the breast has been recognized only 
recently. Mr. Bland-Sutton emphasizes the importance of these observations and 
points out how they must influence both the operative treatment and the prognosis. 

The shorter sections, particularly those on carcinoma of the vulva, primary 
malignant disease of the Fallopian tube, and pelvic hydatids, have been carefully 
revised and brought up-to-date. At the end of each chapter is given a list of the 
most important and most easily accessible monographs on the subjects dealt with. 
The book as a whole forms an admirable summary of the pathological and clinical 
features of the more important tumours. It is essentially a general survey, details 
are not given and controversial topics are avoided. It is clearly written, well 
illustrated and well printed. It is neither a text-book nor a book of reference, but 
is best described as a series of short essays in which are combined the results of an 
unusually large personal experience and a wide knowledge of the literature. 
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MATERNITY HOSPITAL REPORTS. 


Tue ANNvAL CLINICAL Report oF THE GOVERNMENT MATERNITY Hospitat, MaApras, 
For 1908. 

The Superintendent states that the Madras Presidency, from a midwifery point 
of view, is in a worse condition than Europe during the 12th century, consequently 
the morbidity rate cannot be compared with that of European hospitals; also an error 
occurs owing to the inclusion of a large number of cases of tropical disease. The 
morbidity rate among cases treated entirely in the hospital is satisfactory, however, 
being, according to the B.M.A. standard, 13°4 per cent., or Queen Charlotte’s 17'1 per 
cent. Two thousand and thirty women were delivered during the year, and the 
mortality was 2'5 per cent. Forty cases of eclampsia were treated, the mortality 
being 20 per cent. The routine treatment adopted is interesting. A hypodermic 
injection of morphia was given at once, chloroform being avoided if possible. A 
stomach tube was passed and the contents washed away, as the patients often came 
to the hospital with the stomach distended with curry and rice; one and a half pints 
of water were left in the stomach, together with 100z. of magnesium sulphate ; and if 
the pulse was hard and bounding 20—40 grains of thyroid extract were given. 
Pyrexia was treated by means of ice packing or ice-water enemata. Usually the 
uterus was not interfered with. The five cases of rupture of the uterus reported 
illustrate the high mortality prevailing when the rupture occurs after prolonged and 
difficult labours, all these cases ending fatally. There appears to have been a 
remarkable freedom from accidental and post partum hemorrhage, as only two 
cases of the former and three of the latter are reported. The percentage of forceps 
cases was 9°0. Cesarean section was performed seven times for contracted pelvis, 
but no description of the cases is given except that one ended fatally. The report 
is defective in that no mention is made of the occurrence or treatment of any 
pathological puerperal condition whatever. 


AnnvaL CuintcaL Report or THE GOVERNMENT Maternity Hospitat, MApras, 
FOR THE YEAR 1909. 

The number of women delivered during the year was 1,995, which is approxi- 
mately the same as last year, but the number of deaths is slightly higher. As 
remarked in last year’s report, the condition of many of the women who are 
brought into hospital differs largely from the condition of the patients taken to an 
European hospital of the same nature. Fatal delay and the filthy practices of 
native untrained so-called midwives produce a heavy morbidity rate and a long death 
roll. The morbidity rate, however, for 1,653 women who were treated entirely at the 
hospital and with whom no one outside the hospital had interfered, was found to be 
11°28 (British Medical Association standard). There were 72 maternal deaths among 
the 1,995 cases. The chief feature of the year appears to have been the extreme 
seriousness of the nature of the cases of eclampsia, 9 fatal cases being recorded out 
of 20. Cesarean section was performed 15 times, and only two cases died. 
The indications are not made clear, however, and we note that Bossi’s dilator was 
used in two other cases. Nine cases of septicemia occurred with fatal result, but no 
pathological results are included in the report. The report is almost entirely 
statistical, and we suggest that it would be of greater interest and value if the 
clinical aspect also of the cases were more clearly emphasized. 


oF QuEEN CHARLOTTE’s Lyinc-1n For 1909. 

The number of cases dealt with during this year was 1,738. The report is a very 
clear and interesting one. The forceps was used in a large number of cases, making 
a percentage of 14°6. Sixty-seven patients were treated for contraction of the 
bony pelvis. It is not stated how the C.V. diameter is obtained. One pelvis was 
kyphotic. Sixty patients had labour induced, and in only four cases was the child 
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lost. Cesarean section was performed eleven times. Eight of these were patients 
with advanced degrees of pelvic contraction, the remaining three were cases of 
labour obstructed by carcinoma of vagina and ovarian cysts. Under the heading 
maternal morbidity the standard adopted is a severe one. A bacteriological report 
on the contents of the uterus in suspected cases might be included with advantage. 
The report closes with an account of some cases of special interest, among which 
may be mentioned labour complicated by heart disease, congenital hypertrophy of the 
cervix, and a short account of amblyopia of toxic origin following normal labour, a 
full-term ectopic gestation, and quadruplets. 


Tue Report or THE Rorunpa Hospitat For 1909. 

During the year 1908-9 there were 2,369 admissions to the maternity wards, and 
2,045 deliveries, which is 15 less than the previous year. The report states that the 
Hospital has been improved by the installation of electric light and the modernizing 
of the labour wards. The features of special interest are the treatment of eclampsia, 
of contracted pelvis and of premature children. The cases of eclampsia number 73. 
A plea is made for a common standard of diagnosis. No case unless accompanied 
by albuminuria is included in the list. A point to which emphasis is drawn is that 
the incidence of eclampsia is apparently in the nature of an epidemic. In respect to 
contracted pelves, we may note that a plea is made for their estimation in inches 
rather than in centimetres. Starting with 4} inches as the normal conjugate, the 
different contractions are divided into five degrees, the first four separated from each 
other by half inch measurements, the fifth degree comprising all pelves with a true 
conjugate less than 24 inches. The Skutsch pelvimeter is warmly recommended. The 
views expressed may be summed up as (1) induction of premature labour is never 
advisable; (2) perforation is not permissible unless the child is dead; (3) turning 
should never be employed as a treatment of contracted pelvis, but may still be 
performed for complications of labour, such as prolapse of the cord; (4) in the 
greater degrees of contraction time should not be wasted in an endeavour to obtain 
natural delivery; (5) high forceps should never be applied until all arrangements 
are perfected for an operation to enlarge the pelvis. 


Report oF THE Maternity Department or St. Mary’s Hospitat, MANCHESTER, 
FoR 1909. 

During the year 4,558 patients were treated, 4,055 at their own homes and 503 in 
the wards, and of the latter 452 were delivered. The maternal mortality was 17. 
The morbidity rate is 11°83 per cent., but this is not according to the B.M.A. standard. 
It would be of greater value if all hospitals conformed to an accepted standard. 
Cesarean section was performed for contracted pelvis in 20 cases, and only one 
mother died. Eclampsia occurred in 12 cases, and the mortality was 66°6 per cent. 
An interesting note is included on labour in 3 cases after ventrofixation; in all 
3 cases labour was normal in every way. The report is an interesting one, and 
very clearly and carefully drawn up. 


Tue Report or THE MATERNITY DEPARTMENT OF THE JESSOP Hospital FoR WoMEN, 
SHEFFIELD, 1909. 

During the year 1,074 cases were attended—661 at home, 413 in the hospital. As 
this clinical report is the first the Hospital has issued it appears to be rather an 
omission that no description of the ordinary routine treatment adopted, the duration 
of stay in hospital, etc., is included. Forty-two cases of contracted pelvis are 
tabulated, but as the pelvis was not measured in all cases probably many were 
overlooked. Apart from the treatment of contraction of the pelvis, the forceps was 
used only 17 times, a very low proportion. Cwsarean section for contracted pelvis 
was performed 9 times, there being no fetal or maternal mortality. Eclampsia was 


| 

| 

4 


568 Journal of Obstetrics and Gynecology 


treated mainly by large doses of morphia and salines; 16 cases occurred, the 
mortality being 26°6 per cent. A defect in this report is the smallness of the 
section dealing with the puerperal period; the infantile mortality during the first 
ten days is not given. The maternal morbidity as compared with the B.M.A. 
standard is 12°1 per cent. ; Queen Charlotte’s, 19°9 per cent. ; and the Rotunda 10°6 per 
cent., with this difference, that the temperature was only taken twice a day and 
cases of “abortion” were not included. An interesting note is given on the 
examination of patients on the 10th day in order to determine the value of ergot, 
quinine and nux vomica as an aid to involution, the size of the uterus being 
noted in terms of the pregnant uterus. It was found that during the six months 
previous to the administration of these drugs the size of the uterus was that of a 
two and a half months pregnant uterus or less, in 59°7 per cent., and the lochia was 
hemorrhagic in 39°7 per cent. During the period when the ergot was given the size 
of the uterus was that of a two and a half months pregnant uterus or less in 70 per 
cent., but the lochia was hemorrhagic in 48'1 per cent. 


Tue Mepicat Report oF THE MONTREAL MATERNITY FOR THE YEAR 1910. 

The total number of cases treated was 743, and the total number of births was 
627. In the external department 166 cases were confined in their homes. Of those 
treated in Hospital the maternal mortality is only 2, and the maternal morbidity 14°6 
(B.M.A. standard). Eclampsia occurred 11 times with no deaths. The treatment 
adopted is the use of morphia and chloral given ab regular intervals irrespective of 
the convulsions, and the introduction of bougies or packing. Frequent washing out 
of the stomach was found beneficial, and in cases complicated by oedema of the lungs 
and failing heart infundibular extract was found of value. The morbidity table is 
meagre, the final results only are given, and there are no particulars or details of any 
pathological or bacteriological examination. 


Gyn&coLocig OPERATOIRE. Par Henri Hartmann, Professeur de Médecine Opératoire 
la Faculté de Médecine, Paris. Paris: G. Steinheil, 1911. Price 18 francs. 

This is a large volume of 500 pages, with 422 illustrations, of which 80 are 
coloured. The author is the well-known Surgeon of the Hépital Lariboisiére. Only 
last year M. Hartmann published a work dealing with the surgery of the male 
genito-urinary organs, and it comes as a surprise to find him displaying such an 
intimate and practical knowledge of gynecological surgery as is manifested in the 
present work. The author’s industry and breadth of interest are deserving of especial 
praise at a time when specialism has itself been specialized to an extent which 
would hardly have been thought possible a generation ago. 

One of the most commendable features of this book is that the temptation to 
magnify the importance of abdominal operations, to which so many authors of recent 
works of similar character have yielded, has been successfully resisted by the 
author. He has made his book what it purports to be, and vaginal operations, 
even those commonly called in our own language, “minor operations,” are as 
carefully and fully described as the more showy and attractive abdominal procedures. 
We are convinced that gynecologists in this country would do well to study carefully 
the numerous plastic and conservative operations described in this book, for the 
tendency among us has undoubtedly been in recent years to seek the easy solution of 
an operative difficulty by the removal of structures which with advantage might have 
been spared. 

Upon two points of general significance the author is disappointing. In the 
first place, he does not discuss the relative merits of different methods of dealing 
with the same condition, or the relative advantages of these methods as applied to 
different circumstances. Such a discussion could, only be attempted by an operator 
with a large experience of all such operations, and it is probable that at this point 
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we reach the author’s limitations, for the impression is often gained in reading 
these pages that M. Hartmann has not in all cases actually performed the 
operations he describes. In the second place, too little space is given to the considera- 
tion of results, immediate and remote. In regard to the more important abdominal 
procedures some discussion of the results will be found, but it is the duty of 
operators of large experience to undertake the labour of inquiring into and 
tabulating the remote results, as well as the immediate death-rate of their operations. 
An operation is not to be regarded as a success, and to be commended to others, 
merely because the patient does not die from it; its test is in all cases the degree of 
permanent relief which it affords. It is disappointing to find so little attention given 
to a matter of such importance. 

But having dismissed these general considerations, we have little but praise for 
the details of M. Hartmann’s book. After a description, so brief as to be 
almost perfunctory, of the clinical examination, interrogatory and physical, two 
chapters are devoted to “Petite Gynécologie,” in which are included douching, 
pessaries, intra-vaginal and intra-uterine medication, atmokausis, dilatation and 
curetting, and electro-therapeutics. Then come sections dealing with the surgery of 
the vulva and the vagina, with a separate chapter for plastic operations on the 
perineum. These sections are all very interesting and will repay careful study. 
While the procedures classed as “colpo-perineorrhaphy” are well and fully illustrated, 
many of the less well-known operations described are hardly illustrated at all, and 
yet these are the procedures which especially call for clear illustration as they are 
not described in smaller works. Hartmann agrees with Nagel and others that vaginal 
atresia is more often acquired in infancy than actually congenital; from this he draws 
the conclusion that it may result from gonorrheal infection acquired during the 
process of birth; and this leads him to make the interesting suggestion that Crédé’s 
prophylactic should be applied to the vulva in female infants, as well as 
to the eyes, when there is evidence of gonorrheal infection in the mother. The 
author is probably unaware that it is the practice of Lying-in Hospitals to apply the 
Crédé prophylactic of ophthalmia to all infants born in the Hospital, on account of 
the difficulty of recognising chronic gonorrheal infection in parturient women. 
Any limited application of the method would probably be quite valueless. 

In dealing with the treatment of haematocolpos, the author follows Veit in 
recommending that when the tubes are found to be dilated a preliminary abdominal * 
exploration should be made, and the tubes first dealt with by removal or by salpingos- 
tomy before relieving the vaginal obstruction. But he overlooks the great practical 
difficulty of recognising dilatation of the tubes before the vaginal accumulation has 
been removed; they lie behind the upper part of the swelling and cannot be reached 
from the rectum when a large accumulation is present. The fact appears to be that 
this view is based upon the fear of vaginal infection, that ancient ghost which we 
thought had been successfully laid by modern antiseptic technique. If the 
hematocolpos is dealt with as recommended by the author, with precise antiseptic 
precautions, and complete clearing away of the blood by douching, the risk of 
infection is negligeable, and the tubes, even when dilated, are in no danger of 
infection from the vagina. A large hematosalpinx of course requires removal; a 
small one may be left in expectation of the blood being absorbed. In this connection 
a curious slip is made by the author, who speaks of the necessity of removing all 
“clots” from the vagina by douching! but it is well known that the blood does not 
clot in retention of the menses. 

In some respects the author disappoints us by describing and figuring procedures 
which he himself considers to be antiquated, such as vaginal ligature of the uterine 
arteries for fibroids. A second instance may be mentioned, viz., vagina] myomectomy 
aided by morcellement and high division of the cervix; experience has now 
abundantly shown that myomectomy can be more easily, safely and successfully 
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performed by the abdominal than the vaginal route in all cases df non-polypoid 
fibroids. When the fibroid is infected it is very doubtful whether myomectomy is a 
suitable operation by either route. No indication whatever is given of the author’s 
view of the relative value of the two alternative methods of performing myoihectomy, 
although both are described. " 

The author has written an interesting chapter on vaginal hysterectomy full of 
information as to the various modifications of technique which have been f time to 
time suggested by different operators. The procedure which he recommends himself 
is clearly described and fully illustrated. But the necessity for rigid antisepsis is not 
sufficiently insisted upon; although the author recommends in the text th@the anus 
should be carefully protected by a compress fixed by clips to fhe imegument, 
this is not shown in the figures, nor apparently does he think the use of 
tubber gloves is necessary for this operation. The method of securing the 
broad ligaments by ligatures is described as having been generally rejected. He 
prefers clamps and advises that they should be removed in 48 hours, and 
describes with some care the precautions to be observed in removing them. 
The strips of gauze used for packing the vagina are to be left jp position 
until the fourth or fifth day; the author does not mention that by"this time 
they will generally be found to be very offensive. Again the reader seeks in vain 
for any reasoned opinion as to the relative value of this operation; no wofd is found 
in explanation of the advantages which it presents or is supposed to present, over 
removal of the uterus by the abdominal route. 

The description of the abdominal transperitoneal operations occupiés only 150 
pages, a truly modest proportion of a work of this size. In speaking of the 
preparation of the patient the curious statement is made that in obese women 
celiotomy is more difficult, more prolonged and more dangerous thai in women 
a taille svelte, and accordingly, when time does not press, a strict regimen consisting 
mainly of vegetable soups, green vegetables, fruit and water should. be ordained 
for several weeks! With the exception of this counsel of perfection the author’s 
recommendations are mainly such as are commonly adopted among us. He is an 
advocate of drainage not only when purulent collections have been opened, but also 
whenever hemostasis has been imperfect, or serious oozing is to be anticipated; he 
is not convinced that the vaginal route has any real advantages and prefers a large 
rubber tube brought out through the lower angle of the abdominal wound. Numerous 
methods of closing the abdominal wound are described, but it is curious that the 
well-known agrafes de Michel find no place among them. The author hardly 
considers it worth while to indicate his own preferential method, and makes the 
catholic statement that the “method employed matters little, provided the suture 
is aseptic and keeps like structures in contact with one another.” The after- 
treatment, and the complications of the operation receive only scanty consideration, 
and these paragraphs will not be found of much assistance by the reader. 

There are many well-executed illustrations of the methods of performing 
abdominal hysterectomy, those illustrating the steps of Wertheim’s operation being 
quite equal to any we have seen elsewhere. As an example of the breadth of the 
author’s outlook it may be mentioned that he speaks with approval of prophylactic 
puncture of large ovarian cysts through the abdominal wall two or three days before 
operation, when they cause serious cardiac or respiratory embarrassment. And, 
further, he advises the use of the trochar during ovariotomy in the case of large cysts, 
instead of eventrating the entire tumour no matter how long may be the incision 
tequired. Methods of dealing with vesico-vagina] fistule are fully described, and the 
author does not disdain to introduce a number of short paragraphs dealing with the 
medical and palliative treatment of various disorders of a minor character. 

The perusal of this book will be an unqualified pleasure to all interested in 
gynecological operations, and if we have pointed out certain limitations of its 
usefulness this has been done in no unfriendly spirit. T. W.E. 
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A Tissue-Building Diet. 


Here is a simple diet which has 
given astonishing results in thou- 
sands of cases of mal-nutrition and 
imperfect digestion. 


To a glass of warm milk add % to 


Y teaspoon of Lemco. Give as a 
daily diet, at least once a day. 


They also act as a most powerful 
restorative in muscular fatigue. 


Thus, owing to the stimulating 
effect of the beef extractives on the 
digestive process, those who ordin- 
arily are unable to digest milk, have 
no difficulty when Lemco is added. 


The extractives of beef are among 
the most powerful exciters of gastric 
secretion known. They serve the 
important dietetic purpose of assist- 
ing the appetite and of contributing 
to the digestion of food. 


And the powerful recuperative 
properties of the meat extractives 
combined with the high nutritive 
value of milk, make this simple, 
easily prepared food, wonderfully 
effective as a body builder. 


LEMCO MILK 


LEMCO, 4, Lloyd’s Avenue, London, E.C. 
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| IN RHEUMATISM AND NEURALCIA. 


In cases of Acute Neuralgia, treated with a view of determining 
a the analgesic properties of Antikamnia, it has been found to 
exceed any of its predecessors in rapidity and certainty of the 
relief given. Neuralgia, Myalgia, Hemicrania, and all forms 
of Headache, Menstrual Pain, etc., yield to its influence in a yee ef 
short time, and in no instance has any evil after-effect developed. 
Strongly recommended in Rheumatism. The adult dose is one or two 
tablets every one, two, or three hours. To be repeated as.indicated. All 
genuine tablets bear the AK monogram. 
z TO TREAT A COUGH. Antikamnia & Codeine Tablet 
) are most useful. It matters not whether it be a deep-seated 
cough, tickling cough, hacking cough, nervous cough, or what- 
ever its character, it can be brought under prompt control by 
these tablets. To administer Antikamnia & Codeine Tablets 
most satisfactorily for coughs, advise patient to allow one or two 
tablets to dissolve slowly upon the tongue and swallow the 
saliva. For night coughs, take one on retiring. 


ANALGESIC. ANTIPYRETIC. ANODYNE. 


Antikamnia Tablets 5gr. Antikamnia & Codeine Tablets. 
Supplied in loz. packages to the Medical Professlon. 


THE ANTIKAMNIA CHEMICAL CO., 
46, Holborn Viaduct, London. 


\ 


4 

N il wens 

3 Yy 4 a 


“SCOTT’S Emulsion the best on the 
market.” 


“Palatable and readily taken.” 
“Of greatest service in Whooping Cough.” 


, Birmingham, April 1906. 


“ Sirs,—l consider SCOTT’S EMULSIONthe best preparation 
EVIDENCE: of cod liver oil on the market and being so palatable st is 
readily taken by children. I have found it of the greatest 

service, especially in Whooping Cough.” 


» LRC.P. and L.M., Eng. 


16 oz. Bottle, with formula, free to any physician, surgeon, or 
certificated nurse desiring to test SCOTT'S EMULSION. 
SCOTT & BOWNE, LTD., 10 and 11, Stonecutter Street 
Ludgate Circus, London, E.C. 
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Reynolds. Notes on Diseases of Women. 4th Ed. 1894. 3s. 6d. 


Cuas. Grirrin & Co. Lrp., Lonpon: 
Phillips. Outlines of the Diseases of Women. 4th Ed. 1906. 7s. 6d. 
W. & A. R Jonnston, Epinsureu anp Lonpon: 
Hart (D. B.) and Barbour (A. H. Freeland). Manual of Gynecology. 
5th Ed. 1897. 


Henry Kimpton, Lonpon: 
Bovee. The Practice of Gynecology. 1906. 31s. 6d. net. 
Crockett. A Text-book of Diseases of Women. 1901. 7s. 6d. net 
Dudley. The Principles and Practice of Gynecology. 1908. 26s. net. 


H. K. Lewis, Lonpon: 

Granville Bantock. On the Treatment of Rupture of the Female 
Perineum Immediate and Remote. 2nd Ed. 1888. 3s. 6d. 

Diihrssen. A Manual of Gynecological Practice for Students and 
Practitioners. 2nd Ed. 1900. 3s. net. 

Lewers. Cancer of the Uterus. 1902. 10s. 6d. net. 

Lewers. A Practical Text-book of Diseases of Women. 6th Ed. 1903, 
10s. 6d. 

Taylor. Extra-uterine Pregnancy. 1889. 7s. 6d. 


ay 

: 

| | 
i 
| 


List or Some PusurcaTions on OBSTETRICS, GyNazcoLoGy, NuRsING, 
Etc.—Continued. 
E. & S. Livinestons, 
Halliday Croom. Minor Gynecological Operations and Appliances. 
2nd Ed. 6s. 
The Students’ Handbook of Gynscology. 5s. 
JouN Baz, Sons & DanrEisson, Lonpon: 
Orthmann. A Handbook of Gynecological Pathology. 1904. 5s. net. 
Inglis Parsons. The Operative Treatment of Prolapse and Retroversion 
of the Uterus. 1906. 3s. 6d. net. 
Srpngy Appigeton, Lonpon: 
Kelly's Gynecology. 2 vols. 2nd Ed. 1906. £3. 3s. net. 
Pryor’s Gynecology. Ist Ed. 1903. 16s. net. 
Cullen. Cancer of the Uterus. Ist Ed. 1900. 31s. 6d. net. 
Youne J. Pantuanp, anp Lonpon: 
Keith. Gynecological Operations, exclusive of those interfering with 
the Peritoneal Cavity. Ist Ed. 1900. 6s. net. 
Keating and Coe. Clinical Gynecology, Medical and Surgical. Ist Ed. 
1895. 2 vols. 25s. net. 
Mann and Hirst. System of Gynecology and Obstetrics. Ist Ed. 8 vols. 
12s. 6d. each net. 
Maussrs. Rasman Lrp., Lonpon: 
Montgomery. Practical Gynecology. 2nd Ed. 1904. 25a 
Bland-Sutton and Giles. The Diseases of Women. 5th Ed. 1906. 11s. 
Bishop. Uterine Fibromyomata. 1901. 165s. 
Morse. Post-operative Treatment. 1906. 17s. 6d. 
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Tus ScrentiFic Press Lrp., Lonpon: 
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De Lee. Obstetrics for Nurses. 1904. 12s. net. 
Davis. Obstetric and Gynecologic Nursing. 1904. 8s. net. 

Youne J. Pantianp, Epinsurea aNnp LONDON: 

Haultain and Haig Ferguson. Handbook of Obstetric Nursing. 5th Ed. 
1906. 5s. 
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Southalls’ 
Accouchement Sets. 


In Cases at 2 Guineas, 1 Guinea, and Half-guinea. 


Containing the necessary requisites selected from 
SOUTHALLS’ “SANITARY SPECIALITIES” for use 
in Confinement. 


In designing these Sets the experience of many Eminent Obstetricians and 
Trained Nurses has been obtained, with the result that the Sets will be 
found invaluable as regards Comfort, Cleanliness, and diminution of the risks 
of septic infection, to the Nurse, Patient, and Child. 


Circulars giving full particulars free on Application. 


SOUTHALLS’ AGCOUCHEMENT SHEETS. 


ABSORBENT, ANTISEPTIC, AND OF DOWNY SOFTNESS. 


Recommended by the Medical and Nursing Professions for 
Comfort and Cleanliness. 


22 by 18, 28 by 25, 33 by 33 inches—1/-, 2/-, and 2/6 each. 


Southall Bros, & Barelay, Limited, Birmingham. 


Manufacturers of Southalls’ Sanitary Towels for Ladies. 


Manchester University Publications. 
MEDICAL SERIES No. 7. 


TEXT-BOOK 
ON 
DISEASES OF THE HEART 


By GRAHAM STEELL, M.D., F.R.C.P., 


Senior Physician to the Manchester Royal Infirmary. 
WITH AN APPENDIX ON 


THE VOLUME OF BLOOD IN RELATION TO 
HEART DISEASE, 


By J. LORRAIN SMITH, M.A., M.D _ Professor of Pathology 


Crown 8vo, 400 pp., 11 Plates (5 in Colours), 100 Illustrations in 
the Text. Price 7s. 6d. net. 


SHERRATT AND HUGHES, 
Manchester : at the University Press. London : 33, Soho Square, W. 


A medical woman will receive a resident patient, 
confinement or other case, or one requiring manual 
treatment. Terms according to treatment and attention 
required.—Dr. ALICE KER, 6, James St., BIRKENHEAD, 
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